cat- 
hese THE HOoer STAFF OFFICER 
ally 
QUIPPING 
THE 
URGEON'S 


OFFICE 


Mediquiz 
Contest 


Answers 
& 


| eferences 


MAY t 964 ; 3 

No.5 3) 

26-57 

NUT SO) F 

\ME 

p. 64 | 
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In a series of 24 handicapped arthritics 
treated with dexamethasone for 8 to 16 
months, ring size decreased consistently — 
objective evidence of antirheumatic effects 
which were maintained throughout the 
entire period of observation. Improvement 
was also noted in other antirheumatic 
indices, i. e., pain on motion, tenderness, he Resid 
swelling and morning stiffness.! 
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Sustained Action Tablets 


prompt, continuous and prolonged anti- 
spasmodic action for 6 to 9 hours with a 
single tablet 


“MUREL” Advantages*** 


¢ Exceptionally effective clinically because 
three-way mechanism of action in one molecule 
(anticholinergic, musculotropic, ganglion- 
blocking) exerts synergistic spasmolytic effect 


¢ Complementary action permits significantly 
low dosage and reduces reaction potential of 
any one mechanism 


¢ Remarkably free from drug-induced compli- 
cations such as mouth dryness, visual disturb- 
ances, urinary retention 


Suggested Average Dosage: 40 to 80 mg. daily, depending on con- 
dition and severity. The higher range of dosage is usually required 
in spasm of the genitourinary and biliary tracts. One ‘*Murel’’-S.A. 
Sustained Action Tablet morning and evening. When anxiety and 
tension are present, *“‘Murel"’ with Phenobarb-S.A. is suggested. 
Available as: No. 315—**Murel”’-S.A., 40 mg. Valethamate bro- 
mide; and No, 319—‘*Murel” with Phenobarb-S.A., with '% gr. 
phenobarbital, present as the sodium salt. Both in bottles of 100 
and 1,000. 

Also available: ‘‘Murel’’ Tablets No. 314—10 mg. Valethamate 
bromide; “*Murel"’ with Phenobarbital Tablets No, 318—10 mg. 
Valethamate bromide and 4 gr. phenobarbital. 

**Murel” Injectable No. 405—10 mg. Valethamate bromide per ce. 
Precautions: As with other antispasmodic agents, caution should be 
exercised in patients with prostatic hypertrophy, glaucoma, and 

the presence of cardiac arrhythmias, 
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“MUREL” Injectabld 


Female patient, age 55 
complaining of nause; 
and epigastric discom 
fort after meals. 

Diagnosis: Hiatus her 
nia and gastric ulcer, 


1 hour after barium ai- 
ministration: Retention 
of barium due to spas 
ticity of the gastric 
outlet, and incomplete 
visualization of the py- 


20 minutes after a 


10 minutes later: Good 
filling of the gastriq 
outlet as well as of the 
duodenal sweep. 


Medical Records of 
Ayerst Laboratories 602 


| 
| duodenal sweep. (Some 
| barium has entered the 
small bowel.) 
2 cc. Barium er 
tering duodenum and 
duodenal sweep 3 
spasticity is relieved. 
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PATIENTS WITH SEVERE URINARY PAIN WANT RELIEF NOW. 


PYRIDIUM 


brand of phenylazo-diamino-pyridine HCI 


Two Pyridium tablets t.i.d. relieve the 
pain of urinary infection in only 30 
minutes. During the first 3 to 4 days of 
therapy, Pyridium, prescribed along 
with any antibacterial of your choice, 
will make your patient comfortable un- 
til the antibacterial reduces inflamma- 
tion and controls the infection. 


GPi2 


AVERAGE DOSE: Adults—2 tablets t.i.d. Chil- 
dren 9 to 12 —1 tablet t.i.d. suppiien: 0.1 


Gm. tablets, bottles of 50. 


PRECAUTIONS: 


Pyridium is contraindicated in patients 


with renal insufficiency 
and/or severe hepatitis. 
Full dosage information, 
available on request, should 
be consulted before initiat- 
ing therapy. 
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IN PEPTIC ULCER 
AND HYPERACIDITY 


| with associated 
tension and 
nervousness 


Typical gastric 
secretory gland. 
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MACTISOL INHIBITS GASTRIC ACID SECRETION AT THE PARIETAL CELL LEVEL 
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suppresses gastric acid secretion at the parietal cell level ‘ 
decreases gastrointestinal hypermotility Manion 
essor al 
relieves nervousness and tension Dermato 
NACTISOL combines: 
Genera 


NACTON® 4 mg. new inhibitor of gastric acid secretion and hypermotility Wests 
polding meihyisulistet reduces the total output of gastric HCl by about feral Prac 
plus ersity of 
BUTISOL SODIUM® 15 mg. “daytime sedative” with highest therapeutic —— 
index’ (highly effective, minimal side effects) Practice 
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e Side effects with NACTISOL therapy have been minimal.** i 
NACTISOL* ... .in scored, yellow tablets — 
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rtone PHOSPHATE 


HYDROCORTISONE 21-PHOSPHATE 


in the patient in 30 seconds - in the plasma in 5 minutes 

1. No dilution 2. No mixing 3. No waiting . . . in stable solution ready-to-inject with small-bore needle. 
. . . Plasma steroid levels are evident within 5 minutes after injection by any route . . . intravenous, 
intramuscular or subcutaneous. 

After intramuscular injection . . . 

higher initial steroid plasma levels than with hydrocortisone hemisuccinate. 

After intramuscular or intravenous injection... 


more prolonged steroid levels than with hydrocortisone hemisuccinate. 

DOSAGE: The usual dose of Injection HY¥MROCORTONE Phosphate in emergency situations 
is 100 to 250 mg. depending upon the severity of the condition. For additional information 
see package circular. 

suppuieo: In 2-cc. vials, each cc. containing 50 mg. HYDROCORTONE = hydrocortisone 
21-phosphate, disodium salt). Also available—injection HYDELTRASOL® (prednisolone 
21-phosphate) in 2-cc. and 5-cc. vials, each cc. containing 20 mg. of prednisolone 21- 
phosphate as the disodium salt. Injection DECADRON® Phosphate in 5-cc. vials, each cc. 
containing 4 mg. dexamethasone 21-phosphate as the disodium salt. 

Hydrocortone, Hydeltrasol and Decadron are trademarks of Merck & Co., INC. 


Additional information is available to physicians on request. 


€p MERCK SHARP & DOHME, Division of Merck & Co., INC., West Point, Pa. 
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THIORIDAZINE HCI 


provides highly effective tranquilization, 
relieves agitation, apprehension, anxiety 


and “screens out” 
certain side effects 
of tranquilizers, 
making it 


ATION 
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“The value of the phenothiazines as tranquilizers has been established. 
[However] many distressing side effects have been reported with these drugs. 
. . Thioridazine [Mellaril] is as effective as the best available phenothiazine, 


but with appreciably less toxic effects than those demonstrated with other 
phenothiazines.”' 


In Geriatrics “This is the third time the authors have evaluated a 
tranquilizer in a geriatric group. Our feeling is that Mellaril is supe- 
rior to the other two, both of which were phenothiazine derivatives.””? 


Mellaril is indicated for varying degrees of agitation, apprehen- 
sion, and anxiety in both ambulatory and hospitalized patients. 
Usual starting dose: Non-psychotic patients — 10 or 25 mg. t.i.d. 
Psychotic patients — 100 mg. t.i.d. Dosage must be individually 
adjusted until optimal response. Maximum recommended dosage: 800 
mg. daily. Supply: Mellaril Tablets, 10 mg., 25 mg., 50 mg., 100 mg. 
1. Ostfeld, A. M.: Scientific Exhibit, American Academy of General 
Practice, San Francisco, April 6-9, 1959. 2. Judah, L., eee 0., 
and Seager, L.: Am. J. Psychiat. 115:1118, June, 1959. 
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Viewbox Diagnosis 


Edited by Maxwell H. Poppel, M.D-, F.A.C.R., 
Professor of Radiology, New York University College of Medicine 
and Director of Radiology, Bellevue Hospital Center 


Forty-cight-year-old male with pain in buttocks and 
both lower extremities, radiating down from the hips. 


Which is your diagnosis? 


|. Osteogenic sarcoma 3. Soft tissue calcifications 
. Injected opaque medication 4. Myositis ossificans 


(Answer on page 181) 
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“UPSET STOMACH” ON DIGITALIS 52-year old male had rheumatic heart diseas 


cardiomegaly Grade 11, auricular fibrillation, mitral stenosis, mitral insufficiency, and was in clas 
W1-C. For 17 months he had been in failure. Three grains of digitalis daily were required fo 
effective maintenance therapy. When the patient began to complain of frequent “upset stomach’ 
he was placed on digitoxin, with an alternating 0.1 and 0.2 daily maintenance dose. Nausea becam 
very severe after two months, and digitoxin was decreased to 0.1 mg. daily. Congestive failur 
increased and rehospitalization was necessary. Patient was given GITALIGIN, 0.5 mg. q.i.d. for tw 
days, then 1.5 mg. daily for six weeks, followed by 1.0 mg. per day with 1.5 mg. every third da 
Failure was effectively controlled without toxicity.' 


“DIGITALIS TOXICITY IS SEEN WITH INCREASING FREQUENCY TODAY...” 


for maximal digitalis activity with minimal toxicity 


= 
“,,patients who became toxic very readily with other agents could later be satisfactorily digitalized wi 5 
gitalin (GITALIGIN).”2 Wider margin of safety—frequently effective in patients refractory to othe 7" 
digitalis glycosides + broader clinical utility—therapeutic dose only % the toxic dose + faster rat 2° ublic | 


. Finger 
of elimination than digitoxin or- digitalis leaf. ( Supplied: 0.5 mg. scored tablets—bottles of 31 . Greek | 
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4. Sicilian 
5. Rouser | 


amorphous gitalin, White WHITE LABORATORIES, INC. + Kenilworth, New May 196: 


and 100. 1. Dimitroff, S. P. et al.: Ann. Int. Med. 39:1189, 1953. 2. Pastor, B. H.: GP 22:85, 1960) 
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ACROSS 


. Outstanding performe: 


. Pertaining to apples 
. Closes firmly 
. Speck 


. Covered with water 
. Restorative 


. Ready to operate, 
as a hospital 

. On 

. Compass direction 

. Breath (obs.) 

. Upon 

. Males 

. Auricles 


. Eternally 
. Sole 
. Small medicine bottle 


. Poem 
. Chinese weight 


. [6th President 
(nickname) 
. Petitioners 


. Brushed 
. Yes (Span.) 
. Pattern 


. Prohibition 
. Large artery 


. German pronoun 
. Respiratory organ 
. Foot (Lat. 


. Whimper 


Senilis 
. Worthless leaving 
of food 


. Bandage 
. An acid . Stripling 


. French soldier 
Exists i 
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Unfair 


. Sewing machine Pronoun 
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. Italian city . View 
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. Le ne 
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Public notices . immodest 
Finger cover - Yours and mine . Born 
Greek letter . Bewildered 66. Number 
. Sicilian bandit society . Presently 68. Alcoholics Anonymous 
5. Rouser of fear - 36. Tiny bit 70. Down (prefix) 
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Letters | 
to the Editor 


Unsigned letters will neither 
be published nor read. 
However, at your request, 
your name will be withheld. 


Hi-Fi, Anyone? 

Permit me to use the facilities 
of your “Letters to the Editor” 
column to poll residents and in- 
terns across the country about 


starting a Hi-Fi “swap and shop” 
club. 

The purpose of this club would 
be simple: those interested in Hi- 
Fi would be able to trade, buy or 
sell tapes, records and high- 
fidelity equipment by means of a 


periodic, mimeographed news- 
letter listing such items along with 
the name and address of the per- 
son involved. The newsletter 
would also bring Hi-Fi enthusi- 
asts together via the mails. 

So that no one person is bur- 
dened with the expense, those 
interested should enclose a 
stamped self-addressed envelope 
with their list of items to buy or 
sell. I am ready to start at any 
time. 
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I would appreciate any sug- 
gestions from those interested. 
John J. Zadworny, M.D. 
Chief Resident 
COLUMBIA HOsPITAL 
CoLUMBIA, SOUTH CAROLINA 


Contest Answers 


As one of those who enjoyed 
answering the questions in the 
Mediquiz Contest (although I 
was not eligible to be an active 
participant) I am anxious to 
know the answers since they have 
not been published. I want to 
know my mistakes. I am a regu- 
lar subscriber to the RESIDENT 
PHYSICIAN. Could you furnish 
me with the answers for which 
I will be greatly obliged. 

Milton Wallman, M.D. 
Forest HILLs, NEw York 


@ Answers and references on 
page 156, this issue. 
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nmistakably professional in appearance — wjthout equal in 
performance, Dynapoise saves time and energy. Its 
complete versatility of smooth power positioning will enable 
you to examine and treat MORE patients per office hour. 
Your patients will be more comfortable, relaxed, and responsive . . . 
and YOU will be less tired at the end of “‘hours.”’ 

This new powerized Examining and Treatment Table for 
office and clinic, is a logical projection of the continuing research 
that produced, and is producing, the world’s most favored 
surgical operating tables. 

Dynapoise is clearly destined to become “‘standard”’ for 
modern medical offices. May we suggest that you investigate 
its physician-oriented advantages . . . now? Mail the coupon for 
eight-page Brochure PD-703. 
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Lateral Position 


the 


Practice’ 


Obstetric — 
Urology — 
Gynecology 


Varicose Vein 


Please send illustrated Brochure PD-703 detail- 
World’s largest désigner ing full range of Dynapoise power positioning and 
and manufacturer of Sterilizers, and time-energy saving features. 
Operating Tables, Lights and 


related equipment Mame 


Address 
STERILIZER 
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—Continued from page 31 your child through college only 
— ae if you want it to. Many of my | 
classmates and acquaintances, 

I read with interest the letter Hoth boys and girls, went through 
by Dr. Hanson regarding the four years of college for anywhere 
financial difficulties in providing from 0 to $4,000 total cost above 


children with education beyond what they earned before starting 
high school. Adding it all up he cojjege and with part-time work. 
concludes it is almost impossible gome dropped out of school for 


to fully provide for your chil- 4 year and saved money to come 
dren’s education. He asks what pack These kids wanted an ed- 


to do and then says, “This may 
well be another area where the 
government may have to step in.” 
I absolutely have to register 4 Classmates got through on ver) 
protest to this answer. I think I jittle money. I never saw one fail 


know some better ones. to finish because of lack of 
It will take $10,000 to put —Continued on page # 


ucation. The above is equally 
true of the additional four years 
of medical school. Many of my 


Intravenous, vials, 
100 mg. (with 250 mg. Vit. C), A 
250 mg. (with 625 mg. Vit. C), Nol 
500 mg. (with 1250 mg. Vit. C). 


— sure 
adolesc 


100 mg. (with 250 mg. Vit. C), seling 
250 mg. (with 275 mg. Vit. C). os F —— include 
(each with procaine HCI 40 mg., em me 
magnesium chloride 46.84 mg.) 
3 Ccelves | 
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LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Peart River, N.Y. QQ 
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the ’teens—a time of transition 


No longer a child, not yet a woman 
—surely a period of early female 
adolescence when professional coun- 
seling is needed. When the advice 
includes use of Tampax® — the mod- 
ern method of protection — she re- 
ceives reassurance of safe, complete, 
discreet menstrual hygiene. 

Tampax is frictionless and nonir- 
ritating. It will not cause erosion or 
block the menstrual flow. Because 
Tampax provides internal protection, 
it does not favor the development of 
odor or establish a bridge for the 
entry of pathogenic bacteria. Tam- 
pax does afford easy management, 
easy disposal. And since wide clini- 
cal evidence confirms that virginity 


is not a contraindication to its use, 
Tampax is suitable for every age of 
the menstrual span. Youngsters es- 
pecially appreciate Tampax at gym 
and swim time: no encumbrances in- 
terfere with activity or cause em- 
barrassment. The older girl favors 
Tampax because of the social poise 
it makes possible, despite “the time 
of the month.” Tampax is available 
in three absorbencies to meet vary- 
ing requirements. 

Why not familiarize yourself now 
with the facts about Tampax? Its 
matter-of-fact simplicity, safety and 
security are just what your teenage 
patients will be looking for. 
Tampax Incorporated, Palmer, Mass, 
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will you 
A help the mailman, 
your hospital 

and us? 


Are you planning to move soon? 


If so, will you please take a few seconds now* to fill out and 
mail the form below and help us in our efforts to have RESIDENT 
PHYSICIAN reach you promptly at your new hospital address? 


* Please do it now — it will take us 30 days to process your change of address. 


MAIL TO: RESIDENT PHYSICIAN, 1447 Northern Bivd., Manhasset, New York 


Please print your name 


0 Clinical 


Research 
D Special 


Resident [J Intern Fellow 


Please check one 


New Hospital 
New Hospital Street Address 


My chief is Dr. (full name) 

month year 

Former Hospital Address: 


Hospital Name i 


Resident Physician 
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the acing 
of “choice 


2. Patient ease of insertion—automatic placement. 

3. Develops patients’ confidence. Easy to use. 

4. Folds behind pubic bone with suction-like action, 
forming an effective barrier. 


Locks in spermicidal lubricant—delivers it directly 
under and next to the os uteri. 


arcing diaphragm (60-95 mm) and Koromex jelly and cream (trial size). More 
satisfied patients result from trying both and then selecting the one best suited 
to physiological requirements. Eliminates Supplied in feminine 
literature. 


HOLLAND- RANTOS CO., INC. * 145 Hudson Street 
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money. One quit for one year but 
came back and finished. 

Or if you genuinely want to 
spend $10,000 on each of your 
children’s college education, you 
almost assuredly can save it if 
you make the necessary sacri- 
fices. By this I mean cut out the 
luxuries including a second car, 
vacation trips to California, etc. 
I have friends who are school 
teachers, farmers and laborers. 
They and their children are mak- 
ing sacrifices and the children are 
going to college. 

These answers are not perfect. 
And they are not easy. But they 
are far better than teaching my 
child to depend on the govern- 
ment to pay his way whether it be 
educationally or any other way. 

L. K. Berryhill, M.D. 


Towa City, Iowa 


U. of S. A. 

I received the February ’61 
copy of RESIDENT PHYSICIAN, 
with great pleasure, and want to 
express my sincere appreciation 
for having received it. I cer- 


tainly enjoyed reading it again 
since I returned home from the 
US. in February of this year. I 
also plan to show it, and en- 
courage reading, to other resi- 
dents on the staff here. The in- 


AO 


formation in this magazine is 
always very helpful and surely 
will be good for us as regards 
articles and products. 
Kindly let me know if I could 
subscribe to RP regularly. Thank 
you in anticipation. 
John J. Frick, M.D. 


PROVINCIAL HOSPITAL 
UNION OF SOUTH AFRICA 


Service Note 


I just received the December 
1960 issue of RESIDENT Puysi- 
CIAN (overseas). Your article on 
the doctor draft was quite inter- 
esting but may be slightly mis- 
leading, particularly where it was 
stated that doctors having com- 
pleted residencies would be uti- 
lized in their respective field. 

I have personally just com- 
pleted a three year pathology 
residency; trained in the United 
States Navy; received my Certifi- 
cate of Completion and then 
taken out of the special field and 
sent to a general duty billet at a 
very undesirable location, and 
was not allowed to take my de- 
pendents. This gross mismanage- 
ment of manpower occurs quite 
often in all services and is prob- 
ably one reason no more than the 
few volunteers do volunteer. 

Incidentally, I volunteered and 
have served in the Navy for five 

—Concluded on page 50 
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“everyone is relieved when 


Bethanechol Chloride 


replaces catheters and enemas 


RELIEF FOR THE PATIENT... eof URECHOUNE soon 

_ after surgery or childbirth may prevent painful urinary retention and 

abdominal distention. ‘Therapeutically, URECHOLINE facilitates mic- 
-turition and defecation by inducing muscular contractions of the ; 
_ bladder and intestinal tract without 


RELIEF FOR THE PHYSICIAN... cbvisting instrumentation, 


} _ URECHOLINE makes scarce nursing time available for other purposes. 

| Dosage: Dosage must be individualized. The usual oral dosage is 10 to 30 mg. 

A times daily. The usual subcutaneous dose is 5 mg. (1 cc.). if 
and 10 bottles of 100. Injection; mg. per c 


MERCK & CO., Int, WE POINT, PAL 


AIRECHOLINE IS A TRADEMARK OF MERCK & CO.. 
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ti- Before prescribing or URECHOLINE, the physician should consult the 
information on use accompanying the pachage or avaliable on request ig 
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years. It is the almost unpredict- 
able and sometimes unreasonable 
orders or transfers that tend to 
make even regular officers resign 
from the service and thus requir- 
ing replacements. 

C. R. Cotham, M.D. 


SAN FRANCISCO, CALIFORNIA 


Office Equipment 

I have noticed a series of ar- 
ticles describing various physical 
outlines appropriate for the prac- 
tice of the customary medical 
specialties depicted in RESIDENT 
PuysIciAN. I’m particularly in- 
terested in the office layout ap- 
propriate for an internist. Either 
I missed the issue or else, it has 
not yet appeared in your splendid 
periodical. I would appreciate 
either receiving a reprint or an 
indication of which issue of REsI- 


DENT PHYSICIAN that this mate- 
rial has appeared. 
Edward J. Brill, M.D. 


Newport, RHODE ISLAND 


© Published in the Oct. 
issue; reprint on the way. 


1960 


Kid Pro Quo 


As a kind of delayed rebuttal 
against those doctors and edu- 
cators who have written that 
marriage and children deprive 
the resident and intern of time he 
needs for reading, study, and 
contemplation, I wish to bring to 
the attention of RP readers the 
following: of the first eleven win- 
ners in the Mediquiz “It Pays to 
Read” Contest, eight are married 
and have children. Res Ipsa Lo- 
quitur. 

NAME WITHHELD 
AT WRITER’S REQUEST 
ALLSTON, MASSACHUSETTS 
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Perrin H. Long, M.D. 


Editor’s 
Page 


THE PROBLEM OF FOREIGN MEDICAL GRADUATES 
ll. Let’s Do Something About It! 


During the years of this journal’s existence, your editor 
and managing editor have received hundreds of communica- 
tions from alien foreign medical graduates detailing their 
medical, and sometimes other experiences and problems in 
our country. Since the initiation of the examinations given by 
the Educational Council for Foreign Medical Graduates, 
critical comment on what is happening in this country to 
alien foreign medical graduates has increased. 

Everyone seems to agree that we must create and maintain 
a decent and favorable image of our country in the minds 
of the people of the world, be it the Scot in Holy Loch, the 
farmer in Laos, or the Baluba tribesman in the Congo. 
Anything which tarnishes this image or obscures it with 
platitudes (as certain of the actions related to the examina- 
tions of the ECFMG appear to have done) distorts the real 
image of our country. 

We cannot stress too vigorously that we agree completely 
with the point made by Attorney General Robert Kennedy 
when he stated that we must make a major effort to educate 
the young people of the world in our ideals, not only by 
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——Editor’s Page 


bringing them here to study and observe, but also by sending 
our young people abroad to continue the development and 
maintenance of the true image of this country. The major 
effort of the Peace Corps will be directed towards this end. 
The image of the “Ugly American” must be eliminated! 

It has seemed for some time to the Editors of RESIDENT 
PHYSICIAN that it behooves all of us, our government, what 
is designated as “organized medicine” (at the AMA, state 
and county levels), medical educators, the American Hos- 
pital Association, and individual physicians, to work out a 
plan which will absorb into our over-all program of graduate 
medical education the largest possible number of alien 
foreign medical graduates. We should do our best, and we 
don’t mean with a lick and a cut, to inculcate not only the 
scientific and clinical tenets of modern American medicine into 
our foreign visitors, but also make certain that when they 
leave us—and their orientation from the beginning must be 
based on the assumption that they will return to their home- 
land— they have a clear and convincing image of American 
culture and of democracy in action. The concept of the “Ugly 
American” must disappear. 

Why? Because experience has shown that in our turbulent 
and troubled world, ties formed between doctors of medicine 
in the international scene have been among the firmest, the 
most rewarding to the individuals concerned, and of para- 
mount value to the people of the countries involved in these 
international associations. Furthermore, a, careful survey of 
the votes in the United Nations during the past year or so 
would indicate to all thinking persons that we are not doing 
too well in convincing the governments of “neutralist” or 
“uncommitted” nations that our point of view relative to 
peace and democracy is correct. 

There are those, such as Howard K. Smith, who believe 


1. The Great Challenge: “Symposium on International Communism." 
WCEBS-TV, March 5, 1961. 


Resident Physician 


| 

I 
t 
s 
il 

il 
n 
st 
bi 

di 
1! 
4 

58 


ysician 


May 1961, Vol. 7, No. 5 


we are in the World War IV, that the battle for the uncom- 
mitted countries is on. (It is noteworthy that neither Henry 
Cabot Lodge nor Robert Kennedy disagreed with Mr. Smith 
when he made this statement.)' There are some who think 
the Russians are winning because they know they are in it, 
while we are losing because we don’t or won't realize that 
we are in war.' We are permitting one thoughtless blunder 
after another to obscure the American image in the eyes of the 
people of other nations. We are just not using our heads. 
Youth is the crucial group in the world today, and a positive 
approach to youth is the most important single weapon in 
the conflict we are in. 

What better, more influential Peace Corps could there be 
than alien foreign medical graduates who have had satisfac- 
tory educational, cultural and personal experiences in our 
country? Each will return to his homeland an ambassador of 
good will. And if he has had a satisfying graduate education 
here, the chances are that he will return from time to time 
for postgraduate work—as a friend of our country and an 
articulate exponent in his own country of what we stand for. 

Perhaps too many of us have been guilty of a narrow view 
of our own medical manpower situation. We know that our 
medical schools will graduate but from seven to eight 
thousand doctors each year. Yet we are disturbed by the 
situation in our hospitals: more than thirteen thousand 
intern spaces and nearly thirty-two thousand approved 
residency spaces—and of these, about ten percent of the 
internships and nearly fifteen percent of the residency 
openings remain unfilled. (This in spite of the fact that 
nearly twenty-five percent of all filled positions are occupied 
by foreign medical graduates! ) 

What are the factors which have contributed to this house 
staff vacuum into which we have pulled foreign medical 
graduates? The enormous building program for new hospital 
beds, initiated in 1946-47 by the Hill-Burton Act, and the 
demands for residency training by veteran physicians between 
1946 and 1950 were important in creating a deficit of house 
staff. 


| 
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In the past ten years, the number of approved internships 
has increased by twenty-five percent, while residency spaces 
have increased by some fifty percent. It seems reasonable to 
assume that with the continuing growth of our population, 
the number of house staff spaces will further increase as more 
hospital beds come into being, and especially as the steady 
trend towards residency training by more and more graduates 
does not seem to be diminishing. 

It is not our purpose to criticize the alien foreign medical 
graduate training programs in the U.S. in toto. Some alien 
foreign graduates have received excellent graduate medical 
education in the best hospitals in the U.S. And many of our 
foreign graduates are aware and deeply appreciative of the 
extra time and special attention given them by their chiefs 
and American house staff colleagues in our hospitals. There 
are some, however, who have found themselves unwittingly 
utilized in U.S. hospital “training programs” whose levels of 
“education” and “supervision” were so gravely deficient as 
to be a mockery and an insult to what is considered good 
graduate education in this country. In short, the alien medical 
graduate, far from being viewed as the challenge and oppor- 
tunity he represents, has on occasion been deceived, exploited, 
insulted, and short-changed by hospitals having neither the 
facilities, the staff, nor professional training programs capable 
of serving his patient service needs and educational interests. 

The spirit of the Exchange Visitors Program is being 
eroded. The too liberal policy of the Council on Medical 
Education and Hospitals over the years in approving residency 
programs, in our opinion, has meant that too many openings 
which exist are essentially in “paper” residency programs for 
which Council approval has been continued over the years. 

Finally, let us see what the magnitude of the educational 
problem for alien doctors might be. Up until August 15, 1960, 
a total of 12,011 foreign graduates had taken the qualifying 
examination of the ECFMG. Of these, 4,705 candidates 
“passed” (scores of 75% or higher); 2,768 candidates nearly 
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passed (scores 70%-74%) and were issued Temporary 
(two-year) Certificates, while 4,538 or 31.8% failed. Thus it 
seems likely that each year, if the numbers examined remain 
constant, about one-third or between two thousand to twenty- 
five hundred alien foreign medical graduates will fail the 
examination. 

Now these individuals should be a matter of concern, not 
only to our government, but to every medical educator, 
medical administrator, hospital administrator, and physician 
in our country. 

Suppose, and this is already taking place, each of these two 
or more thousand graduates accepts the hospitality and 
graduate educational facilities of the USSR or its satellite 
countries? We know Russia and its allies are doing their 
best to attract students. Think what an internal force among 
the intelligentsia of the “neutralist” and “uncommitted” 
countries this group might turn out to be! We may well be 
converting two thousand of potential friends to bitter critics 
of our way of life! 

Now, what can be done about this situation? RESIDENT 
PHYSICIAN makes the following suggestions: 

I. The ECFMG should assume additional functions to that 
of giving a qualifying examination: 

© Become the advisory body on foreign medical education 
in general, and on the existing situation in individual foreign 
schools in particular. 

© Create a central pool of information relative to 1) house 
staff positions which are vacant in various accredited hospitals, 
and 2) alien foreign medical graduates who are looking for 
house staff positions. (Let this Council really concern itself 
with the problems of foreign medical graduates while they 
are in our country.) 

© Re-evaluate the type of examination which it gives. In 
the March issue of HARPER’s magazine, Banesh Hoffmann 
reports a critical study which he has made of the multiple- 
choice type of examination. He finds them wanting in many 
respects. As he points out, the examinee of exceptional 
ability may fail the test because he is a “statistical misfit in an 
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of 
age of mechanized judgment.” Certainly the ECFMG should sel 
be concerned with defects in their system of examination! pr 
Medical educators should shoulder their responsibility in this wo 
regard, not slough it off. op’ 
II. The Council on Medical Education and Hospitals should cal 
keep a stricter eye on intern and residency training and ove 
educational programs through two devices: gre 
© Properly constructed annual questionnaires to all interns be 
and residents in approved programs relative to the educational an 
aspects and value of these programs.* the 
e Unannounced spot visits and inspections of Council- for 
approved, graduate educational programs by qualified EC 
consultants to the Council. ha 
Ill. The Association of American Medical Colleges, in 
whose sphere graduate education and training properly falls, gre 
should assume a position of dynamic leadership in this field, be 
especially in the field of graduate medical educational pro- a | 
gramming—something that it has not done to any appreciable in 
degree. (The AAMC has deferred to the Council on Medical | 
Education and Hospitals, a body which in the past has not to 
taken a very active interest in methods or programming of pa 
graduate medical education, but rather has left that activity the 
to chiefs of approved services. ) or 
IV. The AAMC should make certain that no hiatus is bei 
permitted to develop between undergraduate and graduate hai 
education, and redouble its efforts to improve educational OW 
practices in the graduate and postgraduate fields. 
V. The Federal Government, probably through the NIH po 
of the Department of Health, Education and Welfare, and alr 
possibly the State Department, should assume the responsi- the 


2. The results of a questionnaire sent to 4,000 house staff members by 
Resident Physician (March 1960) indicated that about one quarter of the 
educational programs approved by the Council on Medical Education and 
Hospitals were considered unsatisfactory. by participants in the programs. 
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bility for directing the external organization and financing 
of the programs developed by the ECFMG and AAMC in 
selected medical educational. centers for the purpose of 
providing in the United States at least one year of practical 
work in the basic and clinical sciences and in English. This 
opportunity for special training would be awarded to those 
candidates who initially do not make a passing mark in the 
overseas examinations of the ECFMG. Alien foreign medical 
graduates, after at least one year in this program, would then 
be reclassified on the basis of the evaluation of their basic 
and clinical science instructors who supervised them during 
the year. Those classified as satisfactory would be eligible 
for hospital appointments through channels developed by the 
ECFMG; those who were not, would return home having 
had a full year of valuable experience in our country. 

Under such a plan, there would be no initial ECFMG 
grading of “passed” or “failed.” Rather the candidate would 
be notified that he was eligible for a year of schooling or for 
a hospital appointment. All would have at least one year 
in this country. 

“Near pass” and “failed” are too harsh words to be applied 
to intellectual capabilities of foreign graduates from many 
parts of the world, especially those from countries in which 
the concept of the “learned professions” has just been revived 
or is of a relatively recent origin. There is no excuse for 
being rude and insulting to our colleagues who are trying so 
hard to pattern their professional life after the image of our 
own. 

And there is even less excuse for prolonging and com- 
pounding those elements of the present program which have 
already embittered thousands of young doctors throughout 


the world. 
Jong, 
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The Not-So-Genitirt 
Case Presentatio 


Sidney Fink, M.D. 


Think 

Do y 

D Are 
ay after day, residents pre- 

sent cases to other MDs, usually Do y 


at the bedside, often in confer- of e 
ence rooms and occasionally in 

large amphitheatres. These con- 
ferences give each resident an op- Fehief of 
portunity to assess clinical prob- JP" attitu 
lems—to present his views to a Bpect fo 
captive audience. This too is a fhe pro 
time when his seniors can make 
their assessment of his progress 
and abilities. 

When you are “acting toastmas- 
ter” at sessions where a patient 
is presented to your audience, al- 
ways remember that the patient is Per hai 
the most important individual 
present. Even the most egotistical 
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of exposure? 


hief of service will approve of 
an attitude which shows equal re- 
spect for him and the man under 
he probe. A protocol which is 
ood medicine and enlists patient 
cooperation is as follows: 

1. Let the patient know of the 
oming conference and the rea- 
sons for it. Include the day and 


by Not accepting an enema from 
urse just before curtain time.) 


Think, for a minute, about ish conference "image. 
Do you look and sound your best? 
Are your colleagues apt to find the hour worth while? 

Do your patients get maximum benefit from their ordeal 


2. Key attendings should be 
prompt. There is seldom any valid 
excuse to keep the patient wait- 
ing. 

3. Rumor has it that a few 
years ago one of the candidates 
taking Part II of the Internal 
Medicine Boards was failed for 
not introducing the patient to the 
examiners. Always show your 
respect for the patient by intro- 
ducing the doctors (if four or less 
are present) or a senior member 
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of the audience, before beginning 
an examination. 

4. At the end of a conference, 
be sure to thank the patient di- 
rectly, and tell her when you will 
see her to translate the jargon. 

During bedside presentation, 
be careful to avoid the three sins 
embodied in the word “rude:” 
1) rocking the bed, 2) careless 
terminology, 3) entertaining the 
rest of the ward. 


Impression 


At a conference, remember 
that frequently the impression a 
speaker makes is based much 
more upon his opening and clos- 
ing remarks than upon the body 


of his talk. (Cynics say: “Your 
colleagues come for entertain- 
ment, not to be confused with 
facts.”) Show that you consider 
your colleagues’ time valuable by 
beginning with a concise opening 
sentence, one which gets imme- 
diately to the heart of the prob- 
lem. This is much better than 
launching broadly into a case 
history without first letting your 
colleagues know what questions 
will be asked of them at the end. 
Similarly, if the patient is being 
presented solely to introduce a 
general discussion of a particular 
medical topic, begin by saying 
why you chose this case. For ex- 
ample, “Mr. Jones is being pre- 
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sented as an example of the ef- 
fects of I'** therapy for this con- 


Anecdotes 


It is rarely a sound procedure 
to begin lectures with anecdotes. 
especially if the patient is presentf 
or if you are speaking to a group 
senior to you. Actually, the num- 
ber of outstanding medical stories 
is so limited that your attending: 
have probably heard them many 
times and will bless you if you 
save them another recounting. 

On the other hand, if you ar 
going to speak to medical stu: 
dents or to a group of you 
peers, they will appreciate a newgpble w 
anecdote, well told. (After all, ffamera 
the anecdote may be the only{ftrips v 
thing they will remember!) boint p 

I recall a speaker on newg#heme ¢ 
theories of insulin action, who 
still preferred the old theories. Whet 
He began with the tale of the ™r a bl: 
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hew boomerang “but didn’t know 
ow to throw away the old one!” 
Unfortunately, I don’t remember 
J@anything else he said.) 
At the end of your sessions, 
yourjmtop the discussion a few minutes 
Searly and sum up the recommen- 
ations of the group as you see 
hem. You may even wake up 
pne of the senior men in the au- 
Hience by asking a direct ques- 
ion. This is a good step not only 
because it practically assures his 
uture attention, but it gives you 
p definite opinion which may be 
put into the chart. If you are lec- 
uring, always leave enough time 
or a question period and for a 
final summary of the cardinal 


Even the most fluent speakers 
nd that what an audience sees 
elps them retain what they hear. 
t is now possible to make your 
bwn lantern slides quickly, easily 
nd cheaply using ““Radio-Mats.” 
hese cellophane strips are avail- 
bble with glass slides at large 
amera stores. By writing on the 
trips with a typewriter or ball- 
boint pen, you can illustrate any 
eme and project it at a cost of 
pproximately five cents per slide. 
Whether using “Radio-Mats” 
br a blackboard, the main prob- 
em in visual aids is to avoid 


writing too much in too small a 
space. Always list highlights, and 


. nothing else. Three or four words 


printed in capital letters provide 
a much firmer scaffold on which 
to place your story than a tangle 
of dates, symptoms and labora- 
tory data. Automobile reflector 
tape, cut into small squares, pro- 
vides a luminescent marker on 
the right upper corner of your 
slides. 

Finally, and most important of 
all, be sure that the projectionist 
knows how to use the machine, 
and the order in which to use 
your slides. If you don’t have a 
spare projector bulb, get one! 
Also, get a long pointer to help 
focus the attention of your lis- 
teners. 
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A slow speaker bores his au- 
dience; a rapid speaker loses 
them. If you have a friend who is 
willing to give you an objective 
evaluation, ask him for construc- 
tive criticism of your delivery. 
Less ego-traumatic, perhaps, 
would be the use of a hospital 
dictating machine. (Despite the 
influx of English secretaries, these 
machines are available in almost 
all hospitals and provide you with 
a chance to hear yourself as 
others do.) 


Approach 


We are left with one special 
conference, the CPC. Since every 
hospital must hold a minimum 
number to keep its accreditation, 
you have undoubtedly been ex- 
posed to these whodunits. If your 
hospital mimeographs the cases, 
make your presentation a “short 
and sweet” capsule report. This 
will endear you to the clinician 
and the pathologist, both of whom 
will be staring at the clock from 
the minute you step up front. If 
you are the discussor, choose the 
approach best suited to your tem- 
perament: 


The author completed residency training in 1958 and 
ABOUT now the gastroenterologist with The Paterson Clinic | 

THE AUTHOR New Jersey. His current contacts with “CPC-manship” 4 
through the house staffers at Barnert Memorial Hospi 

and Columbia-Presbyterian Medical Center. 


1. The Captain of Medicine oj 


empire-builder approach: Begiij 


by giving your diagnosis, and con. 
fidently marshall all the facts. | 
the final three minutes, brief 
list and dismiss the alternative: 
This approach is very impressiy 
if you are right, devastating j 


report, or know the pathologist’ 
favorite diagnosis. 


conservative approach: Begin b 
listing every possible diagnosis 
and as you reluctantly rule ea 
one out, keep the audience guess 
ing. When you do make a fim 
choice, pick a common conditio 
Even if you are wrong, your rep 
tation will be upheld by sus 
comments as “he thought 1 
everything but was practical 
(Rule: better wrong with appet 
dicitis than wrong with porphy 
ria!) 

3. The Straddle or ultra-co 
servative, risk-no-prestige 


showing why each is very likel 
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| not. Recommended only if you 
are very bright. saw the autopsy 
| 2. The Grey Flannel Suit o 
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proach: Begin by listing the thr 
or four main possibilities. Gi 
a scholarly dissertation on eac 
68 


Th.n sit down. Unless your 
broadside missed completely, you 


diagnosis, and only a few clini- 
cians will accuse you of not “play- 
ing the game.” The only danger 
here is that you must leave some- 


g if thing for the pathologist to say. 
yo) If you preempt him in your dis- 
ops cussion, he may be piqued and 
~upbraid you for being indefinite, 


or actually make you commit 
yourself before he shows the 
Kodachromes! 


Popular 


Fortunately, no matter which 
approach you choose, you can 
keep a few blots off your escut- 


will be credited with a correct - 


cheon by 1) having enough 
friends appear on time so that you 
shatter tradition by beginning 
promptly 2) wearing a uniform 
unstained by Topfer’s or Gram’s 
iodine 3) speaking loud and clear 
4) being brief. 

Even these rules have a danger, 
however. By following them, you 
will be so popular, regardless of 
your diagnosis, that you may be 
asked to enter the lion pit again!! 

After residency, you will spend 
less time talking and more time 
listening. This is an even harder 
role to play properly, and (for- 
tunately for you) can be left to 
publication in some future journal 
for “The Attending Physician.” 


MEDICAL REPORT 
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eplies from the ResipENt /pital. 
Surgeon S PHYSICIAN survey of general sur- ff Prac 
geons, which formed the basis fFVver, 0 
for this equipping article, clearly ings, bi 
indicated two types of general Mertain 
surgical practice. al pre 
One represents the practice of | And 
those surgeons who are some dis- Fhope sc 
tance from the nearest hospital. JfPcivabl 
Surgeons in this group rely on fjment o 
their own office facilities for a [pegin | 
considerable part of their opera- PSt su 
tive work. Equipment is elab- ffhen, c 
orate. Patient care facilities are fpinning 
extensive. Nurses or other trained JFussed 
personnel are employed. lthoug 
In a sense then, surgeons in #bome a 
this group head up an integrated 
operation, one which might be 


likened to a hospital in miniature. J The 
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The second group of general 
urgeons, a majority of surgeons 
esponding to the survey, have 
bffice facilities which lie at the 
bpposite end of the scale. Very 
ittle surgery is done in their of- 
ces. In the extreme case, no 
surgery at all is done “on prem- 


ijses’—but is taken to the hos- 


Practically all surgeons, how- 
ver, make provision for dress- 
ngs, biopsies, suture removal and 
ertain so called “minor” surgi- 
al procedures. 

And though the resident may 
ope some day to have every con- 
eivable kind of surgical equip- 
ent on hand, generally he will 
egin his practice in more mod- 
st surroundings. This article, 
when, concerns itself with the be- 
inning practice. Most items dis- 
ussed are of a “must” variety— 
ilthough mention will be made of 
some added starters. 


Difice decor 


The design and decor of the 
veneral surgeon’s office, accord- 
ng to our survey, fits itself into 
pne of two distinct categories. 
irst is the “aseptic” type, notable 
or its “hospital look.” Equip- 
ent and furnishings are func- 
ional in appearance as well as 
lesign. Furnishings are liberally 
sprinkled with stainless steel and 
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chrome over white enamel. Few 
embellishments or decorations, 


_ simply for the sake of decoration, 


are visible. The atmosphere is 
one of business-like efficiency. 

The second class of furnishings 
and appearance, becoming more 
popular in recent years, is what 
might be described as the casual, 
warm type and presenting a 
homelike and relaxed atmos- 
phere. Color and texture in drapes 
and carpeting is inviting and ap- 
pealing to the eye. Natural woods, 
colored plastics and upholstery 
are evident in both furniture and 
accessories. 


Preference 


Even the examining room may 
carry through with this “living 
room atmosphere” and the equip- 
ment is often mahogany, tan or 
pastel in color, but not white. 

Selection of either a “home” 
or “hospital” decor, as well as the 
specific furnishings, is best left to 
the surgeon’s own preference. 
Both are attractive. Each offers 
advantages and disadvantages, 
many of which are more aesthetic 
than practical. 

Generally speaking, the “hos- 
pital” decor is less expensive to 
attain and maintain. 

Although similar to that of 
many specialists, the surgeon’s 
waiting room requires added 
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This is the ninth in a series of 
exclusive articles on equipping 
your office for the private 
practice of your specialty. 

It is based solely on a 

survey conducted by your 
journal among 

practicing specialists. 

Prices quoted are approximate 
and represent new equipment 
unless stated to the contrary. 
When a wide range of price and 
quality is available for a spe- 
cific item, this fact is indicated. 


consideration on two points con- 
cerning his patients. The waiting 
room should be comfortable and 
completely restful in its atmos- 
phere. Very often the surgical 
patient, both pre-op and post-op, 
is apprehensive and tense. Much 
can be done in the choice of 
color and texture to make the 
waiting room soothing and relax- 
ing. Gaudy and garish design, 
even in minor decorations, is to 
be avoided. Lighting should be 
bright but shaded adequately to 
prevent glare and promote com- 
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fort. (Many surgeons stressed 
this point.) 


The size of the waiting room} 


should allow for the fact that 
many surgical patients are ac- 
companied or assisted to the sur- 
geon’s office. The average wait- 
ing room of those surgeons re- 
sponding to the survey made pro- 
vision for seating six to ten indi- 
viduals. 


Chairs, floor covering 


As revealed in our survey, the 
most common type of waiting 
room chair is_plastic-covered 
wood or metal. This was chosen 
because it was “economical, at- 
tractive and easy to maintain.” 
The number of chairs, of course. 
depends upon the size of the wait- 
ing room; prices of chairs ranged 
from $25 to $40, according to 
general surgeons queried. 

The waiting room floor was 
carpeted in 40% of the offices 
of surgeons interviewed. Price o! 
the carpet including underpad 
varied from $8 to $12 per square 
yard installed. About 10% had 
the floor of the waiting room 
covered with rubber tile; 35% 
had some form of plastic tile. The 
average cost of floor covering 
was $400 for the entire office. 

A few comments were: “rub- 
ber tile and cork is quieter and 
softer,” plastic tile “is cheaper 
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and easier to take care of,” and 
“carpeting is dignified and adds 
to a homelike feeling.” 


The lamps chosen for illumina-— 


tion in the majority of cases were 
table lamps and the average re- 
ported cost was $35 per lamp. 
(Prices ranged from $20 to $55.) 

Tables are required for lamps 
and magazines. These can be ob- 
tained for no more than $30 to 
$40 each. Ashtrays should be 
present in the waiting room “in 
quantity” and be of sufficient 
size. “Used by heavy smokers 
for more than thirty minutes, the 
average ashtray will overflow— 
your furniture and rugs will soon 
look pretty awful,” was one sur- 
geon’s comment. 


Consultation room 


The surgeon’s consultation 
room should be roomy and com- 
fortable. The surgeon often finds 
it necessary to take a rather 
lengthy history and comfort is im- 
portant. The desk presents no 
special problem. It should, of 
course, be kept in harmony with 
the decor of the room. Many sur- 
geons are of the massive, multi- 
drawer desk school; others prefer 
to keep papers and forms in a 
cabinet and use a small one- 
drawer desk for history taking, 
etc. 

A good desk can be purchased 
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for as little as $90. “But it’s easy 
to find one for $500 if you have 
nothing better to do with your 
money,” said one surgeon. 

Average price paid by our re- 
sponding surgeons was under 
$200. 

The desk may or may not re- 
quire a lamp of some sort. If 
one is chosen it should be chosen 
with the thought in mind that it 
should illuminate only the desk 
surface—not get in the patient’s 
eyes. A good desk lamp may be 
purchased for under $50. 

The surgeon (as most special- 
ists) can profitably devote special 
consideration to his own desk 
chair. “Get one to fit — you'll 
spend plenty of hours in it...” 
advises one surgeon. The average 
price quoted for such a chair was 
from $90 to $150. 

Two additional chairs should 
be in the room, one for the pa- 
tient and one for a relative or 
friend. These chairs are less ex- 
pensive and should certainly cost 
no more than $75 each. Some 
surgeons reported having a couch 
in this consultation room 
(usually covered with leather or 
plastic). Such a couch can be 
purchased for a price of between 
$150 and $250. 

The decoration of the consul- 
tation room should be restrained 
and dignified. Diplomas and cre- 
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dentials should be attractively 
framed. “They are decorative 
and impressive” and “give the 
patient tangible evidence that his 
confidence in the surgeon is well- 
placed,” was one surgeon’s com- 
ment. 

Bookcases are needed. These 
should be attractive as well as 
functional and in harmony with 
other furniture in the room. 
They need not be expensive to 
be well constructed. 


Examining room 


The examining room in a sur- 
geon’s office usually contains an 
examining table, a treatment 
stand, a treatment cabinet, and 
a good lighting arrangement. The 
surgeons may have another room 
for minor surgery. 

In general, the examining table 
should be sturdy and should 
either be adjustable in height or 
have a step stool for the patient. 
An electrical outlet is a con- 
venient accessory. 

An examining table can be 
bought new at prices from $200 
to $800. Secondhand tables may 
be obtained in some localities for 
a price as low as $75 plus extra 
for repainting and conditioning 
($10-25). 

Operating tables were reported 
by 20% of the surgeons inter- 


viewed. Many of these surgeons 


were in areas far from hospitals. 
Tables were primarily of the 


“hospital” type, are adjustable to | 


a number of different positions 
which the surgeon requires in his 
operating procedures. The cost 
of these tables varied from $800 
to $1200 and more, according to 
respondents. 

Treatment stands and cabinets, 
necessary to hold instruments and 
other apparatus, can be purchased 
for $75 to $200. 

Some method of instrument 
sterilization is needed. Nearly 
40% of our survey respondents 
reported they had an autoclave 
in their offices; the average price 
given was $250 to $300. The re- 
mainder of surgeons responding 
used conventional water steriliz- 
ers. Prices here were generally 
under $75. 


Special equipment 


Three out of ten surgeons 
stated they used a diathermy ma- 
chine in their offices. Surgeons 
in this group reported a large 
compensation practice. The price 
of diathermy equipment is $700 
to $800. Roughly 20% of the 
responding surgeons had an ultra- 
sonic apparatus; reported costs 
ran around $500. 

BMR equipment was present 
in 25% of the offices surveyed. 
Those who had such an apparatus 
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admitted it was used in their prac- 
tice because they were interested 
in thyroid procedures; but they 


indicated that the added expense 


of such equipment would prob- 
ably eliminate it from considera- 
tion in the beginning practice. 
This apparatus costs from $400 
to $700. 

A microscope is part of the 
surgeon’s equipment and will cost 
$250 or more new or $175 
secondhand. 

Minor surgical instruments and 
drugs needed to stock the new 
office usually average no more 
than $200 combined, according 
to our survey. 

Illumination in this room is ex- 
tremely important; the type of 
light selected should be one that 
offers a bright, shadowless light 
and can be focused. The price 
of a suitable light varies from a 
low $25 to a high of about $250. 

The majority of surgeons did 
not think an x-ray machine was 
“necessary for the beginning sur- 
geon.” One reported: “The few 
cases where an x-ray may be in- 
dicated in the early years of prac- 
tice can easily be referred.” 


Other instruments 


Other instruments needed will 
depend upon the individual sur- 
geon. A sigmoidoscope may be 
added to the list if this procedure 
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is to be done in the surgeon’s of- 
fice, a bronchoscope, too, may 
be added. 

In many surgeon’s offices there 
is an extra room, a “utility 
room.” It may consist of a small 
laboratory, a place to clean and 
sterilize instruments and gloves, 
perhaps a small table where the 
patient can receive diathermy 
therapy. Laboratory equipment 
needed for the general surgeon 
in the beginning, that is equip- 
ment sufficient to do blood 
counts, sedimentation rates and 
urines, should cost no more than 
$35 to $50. A simple upright, 
rigid table where patients can re- 
ceive ultrasonic or diathermy 
therapy can cost as little as $50. 

A big item and one which may 
be needed in some localities is 
anesthesia equipment. Most sur- 
geons in large cities reported they 
did not prefer to give general 
anesthesia in the office, feeling 
that such cases “should be op- 
erated on in the hospital.” In 
smaller localities some surgeons 
find it necessary to have this 
equipment in their office. 

Many surgeons used electric 
cautery in their first year, some 
60% of the interviewed surgeons. 
Such an apparatus, of sufficient 
size and intensity to accomplish 
the work required may cost as 
much as $350. 
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As dressing rooms are used so 
frequently, special care should be 
taken in furnishing them. The 
dressing room should be sepa- 
rated from the lavatory and ad- 
jacent to the examining room. It 
should be well-lighted, have a 
seat and a mirror. Hangers and 
hooks should be supplied for 
clothing and gowns. The door 
should be able to be locked from 
within. The total cost of dressing 
room equipment is usually under 
$100. 


The lavatory, aside from being 
readily available to both the wait- 
ing room and the examining 
room, should contain a wash } 
bowl, stool, a mirror, shelf, waste 
basket, soap and towels. Your 
nurse will have access to sanitary 
items and will make this known 
to each patient. 

In summary, the total cost of 
office equipment of those re- 
sponding to the RESIDENT Puy- 
SICIAN survey ranged from a low 
of $2300 to a bit over $5000. 


"See . . what did | tell you? It's all in his mind." 
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Radiologist: 
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Attending Radiologist, WHC 


Pathologists: 
VERNON E. MarTENS, M.D. 
Director of Laboratories, WHC; 
Associate Professor of Clinical 
Pathology, Georgetown Univer- 
sity School of Medicine 
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Senior Attending Pathologist, 
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Washington Hospital Center, Washingtcn, D. C. 


D.. CLAYTON B. ETHRIDGE: 
We are here dealing with a 40- 
year-old waitress. Five months 
prior to her admission she had 
urinary symptoms which a physi- 
cian told her represented “kidney 
trouble.” He treated her with an 
injection and some pills. Four 
months prior to her admission 
she developed a cough, produc- 
tive of some yellowish-white spu- 
tum. Along with this she began 
to have day chills and night 
sweats, which suggest that she 
had a septic type of temperature 
declining at night and rising dur- 
ing the day. She also had other 
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symptoms during the interval 
prior to admission; general 
aches and pains, backache, and 
loss of weight. 

She noticed there were some 
spots on her skin; also she had 
some blurring of vision with 
double vision, and noises in her 
ears, for about one month prior 
to admission. The cough, poor 
appetite, muscle and joint tender- 
ness continued; and she also had 
tenderness at the tips of fingers. 

In addition she had some ab- 
dominal distention, and about one 
week or two prior to her admis- 
sion here, she began to develop 
shortness of breath, and then or- 
thopnea and paroxysmal noctur- 
nal dyspnea, plus ankle edema 
and abdominal distention. The 
additional information that we 
have in the past history states that 
she drank six beers a day. 

She had lost 35 pounds in 
weight according to the history 
and on admission weighed 145 
pounds. She had a fever, 103.4°; 
pulse 120; blood pressure 130/ 
60. She was stated to be well 
nourished and well developed, 
despite the loss of weight, but 
was dyspneic with respirations of 
36. Fundoscopic examination 
showed a flame-shaped hemor- 
rhage in the right eye. There 
were bilateral moist rales, pre- 
sumably basal in the chest. In 
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the heart there was tachycardia 
and a Grade I systolic and dias- 
tolic murmurs. 

The Grade I systolic may not 
be significant, but any grade di- 
astolic murmur is_ significant. 
Therefore, in view of this diastolic 
murmur, we can say that this pa- 
tient had some form of cardio- 
vascular disease. It was heard 
loudest at the base, in the aortic 
area, and there was radiation to 
the neck, but no thrill. It is stated 
that there was no cardiomegaly 
by physical examination at that 
time. 


Edema 


The abdomen was distended 
and tender in both upper quad- 
rants. The liver was enlarged to 
the right iliac crest. The spleen 
was palpable, three _finger- 
breadths below the left costal 
margin. Costovertebral angle 
tenderness was not present. There 
was 4+ sacral edema and 2+ 
ankle edema. The skin showed 
multiple spiders. This would 
suggest the possibility of cir- 
rhosis of the liver or at least 
impairment of liver function as 
a basic condition; but certainly 
that is not her principal disease. 
There was no jaundice, no en- 
larged lymph nodes, and minimal 
clubbing of the fingers. 

- I think so far, we are entitled 
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pressed that the findings here add 
up to bacterial endocarditis, acute 
yr subacute. By definition, acute 
endocarditis is supposed to be 
short-lived if untreated. Six 
weeks is perhaps the dividing line 
between acute and subacute bac- 
terial endocarditis. The differ- 
ence is that the organisms of sub- 
acute are a little less active and 
less virulent, generally speaking, 
although these diseases can over- 
lap to a considerable extent in 
their manifestations and sympto- 
matology. 

Because the illness seems to 
have evolved over a period of 
four or five months, I would 
label this as subacute bacterial 
endocarditis, and at the moment 
at least, with involvement of the 
aortic valve, producing aortic in- 
sufficiency. Her degree of aortic 
insufficiency, judging from the 
blood pressure of 130/60, was 
not of a highly striking degree. 

This causes me to wonder a 
little bit where the needle in the 
haystack is here, because she has 
grown seriously ill over a period 
of several months from subacute 
bacterial endocarditis. 

It is fairly unusual for the pa- 
tient during the acute phase of 
subacute bacterial endocarditis 
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to have serious heart failure. | 
begin to suspect that there is 


_ more to this than the pure septic 


aspect of subacute bacterial endo- 
carditis and the relatively meager 
findings of aortic insufficiency, 
that is, a Grade I diastolic mur- 
mur. However, there is enough 
here to suggest that the aortic 
valve is involved. I rather suspect 
that something else is involved to 
explain the rather severe degree 
of right heart failure. There was 
left heart failure, here from the 
symptomatology, but from the 
physical findings there was obvi- 
ously also right heart failure, and 
this is surprising for a minimal 
degree of aortic insufficiency over 
a short period of time. 


Multiple involvement 


These are admission thoughts, 
shall we say. On the basis of 
what we have yet in the protocol, 
we will probably have to modify 
these thoughts as we deal with 
the hospital course. What is im- 
pressive about the symptoms and 
signs of this patient’s disease, is 
that there is multiple system in- 
volvement. We have evidence, in 
the diplopia, etc., of some in- 
volvement of the brain. We have 
obvious evidence of some in- 
volvement of the heart, namely 
aortic insufficiency. We have evi- 
dence of congestive heart failure, 
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FIG. |. PATIENT'S TEMPERATURE AND WEIGHT WHILE IN HOSPITAL. 


ysician 


nvolvement of the lung, with 
periaps an antecedent history to 


Hsugzest kidney infection. It is not 


certain whether the renal disease 
had anything to do with this, but 
‘t might have been the inception 
of what came later. We also 
wonder whether the cough might 
have been related as a causal fac- 
‘or, namely pneumonia, in what 
came later. There was also a 
rather striking liver involvement 
and enlargement of the spleen. 


Manifestations 


So we deal here with diseases 
involving multiple systems with 
fever (Fig. 1). One might give 
a passing thought as to whether 
this could be a disease like lupus 
erythematosus with multiple sys- 
tem involvement and fever. Cer- 
tainly, acute disseminated lupus 
erythematosus does have many 
peculiar manifestations. It cer- 
tainly would, however, be un- 
usual for it to produce the mur- 
mur of aortic insufficiency. How- 
ever, cardiac involvement (peri- 
cardial and myocardial) is not 
rare in lupus; and yet there is too 
much other evidence to take the 
problem out of that realm, and to 
make the diagnosis of bacterial 
endocarditis more likely. 

I want especially to emphasize 
that there was soreness in the 
tips of the fingers. There are 
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Osler’s nodes which, while not 
absolutely pathognomonic of bac- 


* terial endocarditis, are most com- 


monly seen in this condition. We 
also have a flame-shaped hemor- 
rhage in the eye which is sug- 
gestive of bacterial endocarditis. 

We also have to think whether 
something like Hodgkin’s disease 
could produce all of these things. 
I would say no, although it might 
produce a febrile course and mul- 
tiple system involvement. I feel 
this was certainly a patient with 
bacterial endocarditis, probably 
particularly involving the aortic 
valve, but with clear manifesta- 
tions of right heart failure. 

We shall see what the labora- 
tory studies and the hospital 
course brought forth to clarify 
this diagnosis. We might run 
through the hospital course rather 
briefly and then we will get to 
the laboratory studies. 

The patient was placed on 
treatment for heart failure, 
namely low salt diet and diuretics. 
The heart murmur was stated 
during the first day to be a little 
louder, namely, a systolic Grade 
II, diastolic Grade II, noted at 
the base. Penicillin was started, 
along with streptomycin, in fairly 
sizable amounts; digitalization 
was begun and continued. Then 
we ran into a rather striking 
thing, at least to me; venous pres- 
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sure 140 mm and circulation time 
(arm to tongue) of 15 to 18 
seconds. 

Certainly I thought the venous 
pressure should be much higher 
than this from the physical find- 
ings and the degree of symptoms; 
and certainly the circulation time 
I would suspect would be longer 
than this. This surprises me and 
makes me feel that there is some- 
thing strange in respect to this 
particular disease that makes 
these things possible. 


Course 


On the sixth day her weight 
remained approximately the same 
and she was still in heart failure. 
Blood pressure was 136/40 (the 
diastolic pressure is dropping). 
Heart sounds remained un- 
changed. On the ninth day, the 
fingertips became tender. Here 
again we have another shower of 
what appears to be Osler’s nodes 
consistent with the diagnosis of 
bacterial endocarditis. There was 
noted also a discoloration of the 
pads of the right middle and left 
ring fingers. Congestive failure 
was worse, gallop rhythm had de- 
veloped, the pulse was still up 
(108) and on that day there was 
severe pain in the left upper 
quadrant. The spleen was enlarged 
and very tender. This would 
suggest a splenic infarction. 


On the eleventh day clubbing 
of the fingers was more marked 


and the patient seemed worse.|} 


Blood pressure was 122/20 (the 


diastolic pressure was dropping} 


further). Diastolic gallop was 
present and the heart was now 
enlarged (previously it was stated 
not to be enlarged). Therefore, 
things were moving fast here, ad- 
versely for the patient. 

On the thirteenth day she wa 
critically ill and disoriented 
Digitalis was increased. On the 
fourteenth day, rather surpris- 
ingly, there was a sudden loss of 
a great deal of fluid (3 liters) 
and the patient seemed improved. 
Murmurs were now loudest at 
the apex of the heart. She was 
given 250 cc of packed red cells. 
However, on the fifteenth day 
peripheral cyanosis, bronchial 
obstruction, and death occurred 
Though she had been in the hos- 
pital only about fifteen days, she 
had been ill four and one-half to 
five months; and now she is dead. 

Now for the laboratory studies. 
The urinalysis gives white cells 
and red cells as being found, but 
it does not indicate whether albv- 
minuria was present and to what 
extent (there was no albumin in 
the urine on the fifth and tenth 
hospital days; there was 10 
mg% albumin on the twelfth and 


fourteenth hospital days). The 
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s, and hematocrit, 31.5%. 
ere were seven percent bands 


anda total PMN count of 83%. 


is interesting that she had one 
sinophile which is unusual in 
is degree of infection. There 
jas, however, an increase in 
jymorphonuclears and an in- 
ease in band cells, although the 
btal white count was not high. 


Next we have some liver func- 
on studies: thymol 6.1, not 
ery striking; BSP, 19.5%. This 

not interpretable as primary 


ver disease in the presence of 
nther severe heart failure, be- 


re that she had could produce 
BSP of 19.5% retention. So, 
cannot interpret that as being 
gnificant evidence of whether 
e might have had an underlying 
The van 
n Bergh was not striking. Spu- 
m showed some alpha, strepto- 
occus and Neisseria catarrhalis. 
hese are not particularly im- 
ortant. Prothrombin time was 
own (42%). This would not 
be surprising in liver involvement 
0 the extent that she had. C- 
eactive protein was positive; 
is is purely evidence of inflam- 
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mation in the body. ASO titre, 
125, perhaps significant, perhaps 
not. BUN was 12.5 mg%. 

I regard this as significant to- 
gether with the absence of albu- 
min, since in bacterial endocar- 
ditis, particularly subacute, the 
kidneys can be affected in various 
ways. There can be septic emboli 
of the kidneys with development 
of the so-called “fleabitten kid- 
neys.” They can be the seat of 
a larger infarction, which can im- 
pair function and produce pain 
and red cells and white cells in 
the urine. Interestingly, subacute 
bacterial endocarditis is one of 
the causes for acute secondary 
disseminated glomerulonephritis. 
So, some of these patients might 
present with a fair degree of 
nephritis. 

The SGOT or transaminase was 
170, way up! This is interesting 
because once again its basic cause 
is not clear to me; whether this 
represents involvement of the 
liver, and the enzyme is being re- 
leased from the liver because of 
perhaps pre-existing liver disease. 
The patient was not jaundiced, 
however. 

In addition, the heart may be 
the seat of myocarditis secondary 
to tiny emboli. We should recog- 
nize also that occasionally in bac- 
terial endocarditis there may be 
a larger embolus that goes into 
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FIG. 2. ELECTROCARDIOGRAM AT TIME OF ADMISSION TO HOSPITAL. 


the coronary vessels; so that there 
can be concomitant acute myo- 
cardial infarction from an em- 
bolus. But I don’t believe that 
the latter took place. We will 
talk about the electrocardiograms 
in a minute. But the SGOT or 


transaminase is definitely abnor-- 
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the first of May, the day she died 
The total protein was 5.6, albu 
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jarioumin 2.9, globulin 2.7. This is results. At long last, on the day 
-at thfmost striking because the albu- of death, three blood cultures 


to ingtin is low. The globulin is not 
articularly affected. With liver 
isease I would expect the globu- 
n to be up and perhaps the al- 
umin not to be impaired. 

I cannot clearly interpret those 
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were reported as growing an un- 
identified strep. She, of course, 
had been under treatment with 
penicillin, 16 million units a day, 
and streptomycin, 1 gm twice a 
day, during this period, but cer- 
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tainly her disease was not allevi- 
ated. 

The first electrocardiogram 
(April 16) was normal (Fig. 2). 
On April 22, S-T changes were 
observed which could be due to 
digitalis. On the 27th, some 
twelve days after her admission, 
the protocol suggests that the 
changes present were purely the 
result of digitalis, but on the 
29th, two days before her death, 
the electrocardiogram was stated 
to be abnormal (Fig. 3), prob- 
ably with posterolateral ischemia. 

I was unhappy with the elec- 
trocardiographic reports in the 
protocol, because they hardly 
substantiate what I had in mind 
that this patient ought to have. 
So, after arrival here today, I 
looked at the tracings myself, and 
I am rather impressed with these 
tracings. The first tracing was 
made on April 22, and what 
strikes me as peculiar is that here 
we have a tendency to right axis 
deviation, with a fairly significant 
S wave in lead I, a significant S 
wave in V4 and a depression of 
the S2 junction in V6. This raises 
several questions. It may be of 
interest that peri-infarction block 
and diaphragmatic infarction can 
produce an S1, and can produce 
ischemic and other changes in 
V6. 


One may wonder whether this - 


patient did have an acute myoMifficienc 


cardial infarction due to an em@lation al 
bolus after hospitalization, anjjh the sey 
whether at least part of her cliniffect (thr 
cal course in the hospital mighfMalva), th 
have been related to that. I dj@here ma 
not believe that this happened{§f the p 
although the thought was enter{Proportic 
tained, in view of the electrof%xpect t 
cardiograms. The S wave in leaiffiency. 

V1 is consistent with the fact tha Let’s s 
this patient had right heart strainfhow. I 
liver enlargement, and so forthMntil a fe 


but why should she have right 
heart strain so quickly after th 
involvement of the aortic valv’ 
It so happens that I have sea 
some cases of this sort befor 
I speculated that perhaps ther 
was a hole in this heart soms 
where, which had been acquire 
as a result of bacterial endoca: 
ditis, and therefore I refined m 
diagnosis to suggest that ther 
may have been involvement 4 
the sinus of Valsalva with pe: 
foration into the right heart. 
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Here is the x-ray of the ches There 
Certainly this patient, with thf the | 
much shortness of breath and evifungs an 
dence of heart disease, shoulifpatible \ 
show two things at the very leasPassive 
in this x-ray. One would be pu'ffo calcit 
monary congestion and the secfMhat can 
ond would be enlargement of th@therwis 
left ventricle from the aortic infpleural 
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ficiency. Certainly, if my spec- 
lation about such a possible hole 
the septum of the heart is cor- 
ct (through the sinus of Val- 
va), then I would suspect that 
ere may be some prominence 
f the pulmonary artery out of 
roportion to what you would 
xpect the early aortic insuffi- 
rency. 

Let’s see what this x-ray does 
how. I had not seen it before 
Bntil 2 few moments ago. 

Dr. ALBERT J. MIELE: This 
s the chest film taken on the day 
‘Bf admission, and it was reported 
egative. But as Dr. Ethridge 
as pointed out, there is evidence 
of cardiac enlargement, 
hich is predominantly in the re- 
ion of the left ventricle. As you 
an see, the apex is down and it 
s obvious that the diameter of 
he heart is greater than one-half 
bf the transverse diameter of the 
hest. There is also some promi- 
hence in the region of the pul- 
monary artery segment, in that 
is straightened. 

There is minimal engorgement 
bf the central vessels in both 
ungs and this would be com- 
atible with a minor degree of 
@assive congestion. There was 
0 calcification within the heart 
hat can be seen. The lungs were 
@therwise clear, and there is no 


goes along with what you see in 
the posteroanterior film. The sec- 
ond film was made seven days 
after admission, and at this time 
the heart size is essentially the 
same. 


Congestion 


The straightening is slightly 
more prominent in the region of 
the pulmonary artery segment, 
and the congestion is a little more 
evident. The left costophrenic 
angle is blurred by a meniscus, 
indicating some free fluid in the 
pleural space. Though one can’t 
actually see a retrocardiac density 
on this film, the lateral film does 
show an ill-defined density in the 
costophrenic sulcus posteriorly. 

With the presence of passive 
congestion and the density ap- 
pearing in the lung like this, in- 
volving the two pleural surfaces 
and a small pleural effusion, the 
first thought that comes to mind 
is that of pulmonary infarction. 
However, one has to include the 
possibility of pneumonia being 
superimposed, and these two en- 
tities can’t be distinguished at 
this time. 

The other signs that one would 
hope would be present for pul- 
monary infarct would be an ele- 
vated diaphragm, which tells you 
that the patient has pain and also 


some atelectasis in the lung, re- 
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flecting the splinting from the 
pain and the difficulty in breath- 
ing. So at this time we have the 
enlarged heart with passive con- 
gestion and a parenchymal den- 
sity in the left base with a minute 
pleural effusion, probably a pul- 
monary infarct. 

Dr. ETHRIDGE: This lesion in 
the left base in the sulcus might 
be infarction or pneumonia or, 
of course, it could have been 
both. A patient this ill, confined 
to bed, might develop a stasis 
pneumonia at the base. On the 
other hand, a patient ill and in 
bed could begin to develop a leg 
vein thrombosis from which a 
source of emboli might originate 
and might produce this picture 
in the x-ray. Also with my fancy 
diagnosis, I am a little concerned 
whether there might be a vege- 
tation going into the right heart, 
and whether this might be the 
source of an embolus going into 
the left lung base. 

Therefore, my _ impression 
would be the following: This pa- 
tient, with perhaps an antecedent 
hepatic nutritional impairment, 
developed a renal infection and 
then later a bronchitis and per- 
haps the bronchitis was actually 
related to the inception of bac- 
terial endocarditis. There ensued 
for a period of about four months 
prior to her admission, a subacute 
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septic condition involving ie. Per 
aortic valve. we in 
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Progressive failure “Ty 
This began to exact its toll an({moriem. 
finally produced a deformity off So pe 
the aortic valve and perhaps :Mfive-cigh 
hole in the aortic valve. Thing lie, and 
began to move fast after sheent live 
came into the hospital, anifecogniz 
despite therapy, there was on ad- Mure the 
mission, and there continued to ffure the 
be, evidence of rather severe and fthanical 
progressive right heart failur.@he hear 
which terminated in her death. |§ng and 
therefore speculate and believe 
that this would not be the resutprntibiot 
of a myocarditis causing the rapi/f— Dr. \ 
heart failure, which can occur ifook af 
these circumstances by an em for this 
bolus to the coronary artery, noJappear. 
indeed by the mechanical aspect 
of aortic insufficiency, becausMn the | 
the period of heart failure wa§but I jus 
much too short for this. antibioti 
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puLOpsy 


I would believe that there wa 
a hole in the heart, between th 
left heart and the right hear 
through the sinus of Valsalva 
producing*a major disturbance it 
circulation. Though we do hav 
antibiotic agents which are ver 
effective in handling and curing 
infections, the results in bacterial 
endocarditis are far from satis- 
factory. Statistics would indicate 
that about 50 percent of patients 
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ic. Perhaps more than that die 

we include those patients on 
Whom this diagnosis is not made, 
nd it is found only at post- 
nortem. 

So perhaps I would say that 
ive-cighths or about 62 percent 
lie, and approximately 37 per- 
ent live. It is also important to 
ecognize that though you may 
ure the infection, you may not 
ure the disease, because the me- 
hanical injury that can occur to 
he heart may be rather interest- 


Dr. VERNON E. MARTENS: It 
ook approximately two weeks 
or this alpha Streptococcus to 
‘mppear. This is a little long; 


‘Bln the history it is not apparent 
but I just wonder if she had some 
antibiotic before she received the 
‘penicillin in the hospital. She ap- 
parently did, before the real in- 
ection began. How long before 
s not known, but she did say she 
eceived an injection and some 
pills. I assume that they were 
\gantibiotics, and they may have 

odified the bacteria responsible 
at that time. 


utopsy 


Dr. HENRY W. EDMONDs: At 
putopsy it was noted that there 
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Figs. 4 and 5. Streptococcal endocarditis 
of left coronary cusp and part of the 
adjoining right coronary cusp. The left 
cusp had been torn so that it could flop 
up (as in Fig. 4) to lie in front of the 
left coronary orifice, or down (as in 
Fig. 5) into the heart. 


was some clubbing of the finger- 
tips and a _ possible splinter 
hemorrhage was noted under- 
neath one of the fingernails, 
verifying what was described dur- 
ing life. 
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The right pleural cavity con- 
tained 1000 ml of serous fluid, 
the left 800 ml, and another 100 
ml were found in the peri- 
cardium. There was no appreci- 
able ascitic fluid; these effusions 
are, of course, consistent with 
passive congestion. 

The heart weighed 340 gm, 
and was but slightly enlarged; we 
think of 300 gm as a normal up- 
per limit for a woman. The 
valves had essentially normal cir- 
cumferences; that of the aortic 
valve was 7 cm. This valve had 
three cusps. The posterior or 
noncoronary cusp was thin and 
well formed; the right and left 
coronary cusps were partly fused 
at the commissure. 

Part of the coronary cusps 
were of normal texture and form, 
but the remainder was covered 
by a vegetative excrescence. In 
addition, the left coronary cusp 
had been torn so that it could 
flop up or down (Figs. 4, 5). 
The interventricular septum was 
not perforated. The other valves 
of the heart did not show any 
lesions. Microscopically the vege- 
tation consisted of fibrin and 
globular colonies of tiny cocci 
consistent with Streptococci. 

The myocardium throughout 
the left ventricle was somewhat 
softened, and had a rather stri- 
ated, yellowish, mottled, gross 


dark, consistent with passive con 


_ scopically, we find normal splenid 


appearance. Microscopical 
there was a number of sm 
poorly defined areas in which th} 
muscle fibers appeared well pr 
served, yet in between them ther 
were many polymorphonucle: 
leukocytes. The heart muscle cel 
included frequent rodlike, irrits 
tive forms of nuclei (Anitschko 
cells). These lesions are a fom 
of focal, acute myocarditis, ani 
not an infarctive change of the 
muscle. Healing of such a lesion 
however, might result in multiple 
small focal scars throughout th 
myocardium. 


Enlarged liver 


The liver weighed 1960 gr 
(1300 gm is normal weight fe 
a woman). It was enlarged a 
on cross-section showed accentt 
ation of markings, in the “nu 
meg” pattern which we associat 
with chronic passive congestio: 
Microscopically, this means dil: 
tation of sinusoids in the centri 
areas of the lobules, with corr 
sponding congestion of sinusoid 

The spleen was enlarged » 
370 gm (approximately twit! 
normal weight), was firm ani 


gestion, and in addition presentet 
a sharply defined orange-yello' 
area which we interpret as : 
rather recent infarct. Micro 
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parenchyma at the border of the 
zone of necrotic tissue, being in- 
filtrated by polymorphonuclear 
leukocytes. 

The lungs weighed 1860 gm 
together (between one and one- 
half and two times normal 
weight) and presented the pic- 
ture of chronic passive conges- 
tion without infarcts, thrombi or 
emboli. 


Old infarct 


The two kidneys weighed 210 
gm each (somewhat in excess of 
normal) and one of the kidneys 
had a small, old, infarct in the 
lower pole. A section along the 
edge of this infarct shows a late 
stage of healing with scar forma- 


tion, and residual infiltration of 
lymphocytes along the periphery. 
There had also been a lower 
urinary tract infection at some 
time in the past, as evidenced by 
the presence of ureteritis cystica 
and cystitis cystica. I think this 
was an older, inactive lesion. 

In the brain we were impressed 
by a poorly defined orange-brown 
area of discoloration in the pia 
arachnoid, and on histologic sec- 
tion we found a low grade lepto- 
Meningitis, with the pigment- 
containing macrophages, lympho- 
cytes, etc., in the pia arach- 
noid. This is a form of low grade 
leptomeningitis, sometimes assoc- 
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ciated with bacterial endocarditis, 
believed to be on a_ hemato- 
genous basis. 


Summary 


This was a case of subacute 
bacterial endocarditis involving 
the aortic valve with rupture of 
one of the cusps, chronic passive 
congestion of the lungs, liver, 
spleen and kidneys, embolic phe- 
nomena in the spleen and kidney 
and low grade leptomeningitis. 

Dr. ETHRIDGE: My face is not 
too red — I would assume that 
from a clinical point of view the 
ruptured cusp plus the myocar- 
ditis explained the rather rapid 
termination in this case. Of 
course, the septic state of the 
patient because of the continued 
state of infarction and embolism 
and so forth, was significant as 
well. It may well be that this 
vegetation on the aortic valve 
may have been large enough on 
admission to preclude a rather 
wide open aortic insufficiency 
type of thing. But as therapy 
was continued and time passed, 
the vegetation perhaps moved or 
became less in size, allowing the 
aortic insufficiency to increase 
under clinical observation. This 
was a fascinating case. One thing 
is true in dealing with bacterial 
endocarditis — one must remem- 
ber that anything can happen. 
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one of a series on leac 
resident-intern cent 
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778-b 


Three of the oldest hos- 
pitals in the Nation’s Capi- 

tal were merged in the founding of 
this new center. With limited medical 


school affiliations, it provides training for 


45 interns and 86 residents in approved programs. 
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ptlospital Center 


lead 
rent teen Hospital Center is 


a voluntary, nonprofit hospital lo- 

cated in the northwest section of 

Washington, D.C. Though in 

existence only three years, this 

778-bed facility has a rich med- 
ical heritage. 

It was created through the 

merger of three of the 

oldest hospitals in the 

Nation’s Capital 


—The Central dispensary and 
Emergency Hospital (founded in 
1871), Garfield Memorial Hos- 
pital (1882), and the Episcopal 
Eye, Ear and Throat Hospital 
(1897). 

Constructed at a cost of $24 
million, the Center admitted its 
first patient on March 10, 1958. 
Twenty months later, in Novem- 
ber 1959, the 100,000th patient 
was treated. 

Located on a landscaped 47- 
acre campus, the Hospital Center 
is removed from midtown noise 
and congestion, yet is easily ac- 
cessible by public and private 
transportation. Its parking facili- 
ties can accommodate more than 
1100 cars. A school of nursing 
adjoins the hospital is 
equipped to house 288 students. 

As one of the newest installa- 
tions of its kind on the Eastern 
Seaboard, the Hospital Center 
was designed to provide efficient 
placement of patients and facili- 
ties. Patients’ rooms have elec- 
trically operated beds, built-in 
oxygen and suction outlets and 
an intercommunication system 
with the nursing station. There is 
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emotional and somatic manifestations 


of anxiety, agitation and tension, 
Librium therapy is now being utilized 


a spreading 
pattern of 
therape 
success 

A rewarding approach to the 

in many different areas of general 
practice. Approximately 3.5 million 
Librium-treated cases, as well as 
more than 70 published reports, offer 
testimony to this spreading pattern 
of therapeutic success. They 
corroborate observations, gained over 
a span of more than three years, 
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associated with: 
emotional 

+ Mild neurosis 
+ Agitation « 


eee. 


+ Hypertension 
Angina + /oronar 
+ Myocardial infarct 


+ Ulcer syndrome 


“Bowel problems” 
Reactive anorexia: 


+ Premenstrual tension 
+ Menopause 


dermatologic 
+ Acne + Dermatitis 
+ Neurodermatitis + Urt 
+ Eczema * Seborrhea 


THE SUCCESSOR 
TRANQUILIZERS 


t literature and dosage 


eee 


tydrochlorid» 


Obsessive-compulsive 
“ROCHE Phobic reactions * Hyp 


x “Librium has been foundof value 
Fatioabilites 


a pneumatic tube system through- 
out the hospital for rapid distri- 
bution of key data and pocket 
radio receivers are used in con- 
junction with the paging system. 

Other facilities, from the clin- 
ical laboratories to the 16-room 
surgical suite, are equally mod- 
ern. 

The emergency unit consists of 
an interns’ work room, two ob- 
servation rooms with a total of 19 
beds, four treatment rooms, 
nurses’ station and waiting room. 
Here, about 3000 patients are 
treated each month. 

The Center has limited affilia- 
tion with George Washington 
University Medical School and 
Georgetown University Medical 
School, and 47 percent of the 
members of the active and con- 
sulting staffs are on the faculties 
of local medical schools. Of the 
entire active staff, 66 percent are 
Board-certified. 

The active staff numbers 400 
physicians in private practice whc 
are responsible for teaching the 
resident and intern staffs and 
supervising the professional care 
of patients. The director of med- 
ical education serves on a full- 
time basis. 

Guest speakers and _partici- 
pants in teaching conferences 
come from local medical schools 
and the staffs of such institutions 


as the National Institutes of 


Health, Armed Forces Institute | 


of Pathology, Walter Reed Army 
Research Institute, Walter Reed 
General Hospital and the Na- 
tional Naval Medical Center. 
From time to time, distinguished 
foreign physicians, visiting in 
Washington, are invited to the 
Center. 

The Center provides training 
for 45 interns and 86 residents in 
ten approved programs: anesthes- 
iology, internal medicine, obstet- 
rics and gynecology, ophthalmol- 
ogy, orthopedics, otolaryngology, 
pathology, radiology, surgery and 
urology. 

There are 36 rotating, six 
straight surgical and three dental 
internships. Appointments are 
made for one year starting July |. 

It is the policy to give prefer- 
ence in residency programs to 
Center interns. Other credentials 
are evaluated in accordance with 
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approved residency requirements, 
and appointments are subject to 
yearly renewal by mutual agree- 
ment. 


Surgery 


There are 17 residents in sur- 
gery. Assignments during the 
first year include three months in 
the emergency room, _ three 
months in the surgical subspecial- 
ties and six months in general 
surgery. 

Three candidates are selected 
from the group of eight first year 
residents to continue in the ver- 
tical four-year system. The other 
five first-year residents usually 
take one year of general surgical 
training prior to pursuing a resi- 
dency in orthopedics, urology, 
otolaryngology or other surgical 
subspecialties. 

During the second year the res- 
ident acquires a working knowl- 
edge of gross and microscopic 


pathology and anatomy (four 
months). The remaining eight 
months he works an equal time 
in general surgery and in the sur- 
gical subspecialties. Surgical as- 
signments include clinical ward 
and operating room responsibili- 
ties and work in the surgical out- 
patient department. 

The third year resident is 
affiliated at Children’s Hospital 
for four months of pediatric sur- 
gery and is responsible for pri- 
vate and staff patients admitted 
to his service. He then returns to 
WHC and is assigned to the gyne- 
cological service for four months 
and general surgery for the re- 
maining four months. 

The chief resident (fourth year) 
has a wealth of clinical material 
from which to select his own pa- 
tients. For eight months he con- 
trols his own service and ten 
beds for patients of his choice. 
Under the supervision of the 


nter's buildings are located on 47 acres in northwest section of the District. 
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Washington Hospital Center 


Total admissions (15%, staff) 
Total outpatient visits 
Emergency visits (Emergency Room) ... 
Admissions by service 
Medicine 
Surgery 
Orthopedic surgery .... 
Dental and oral surgery .. 
Otorhinolaryngology 
Ophthalmology 
Obstetrics 
Gynecology 
Hospital procedures 
Operations 
Anesthesiology (surgical and 
obstetrical) 18,829 
Radiological examinations ....... 47,892 
Isotope studies and therapy 791 
Radium and roentgen therapy .... 9,393 
352,010 


Clinical laboratory tests . 
Surgical specimens 
Autopsies (56.8% of total deaths).. 507 
Electrocardiograms 

Electroencephalograms 
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attending surgeon he is respon- 
sible for the workup, prepara- 
tion, surgery and postoperative 
care of all staff patients. He con- 
ducts his own teaching rounds 
and those of the attending sur- 


geons. The remaining four 

months he is responsible for the 

private surgery of the hospital. 
The schedule of surgical 
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House officers are provided mod- 
ern, air-conditioned quarters over- 
looking Center's grounds. For 
off-duty relaxation there's a large 
recreation room, and for food and 
shop-talk house officers gather in 


the coffee shop adjacent to main 
lobby. 


rounds and conferences includes 
daily teaching rounds, and week- 
ly surgical conferences, surgical 
pathology conferences and grand 
rounds. Death and complication 
conferences are held monthly. 
During the past fiscal year the 
general surgical service cared for 
more than 16,000 patients, rep- 
resenting all types of surgery. 
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There are 12 medical residents, 
with four in each year of training. 
They assist in the care of a large 
inpatient medical service (200 
patients daily). Twenty-two staff 
beds are allocated and regular 
teaching rounds are conducted 
daily on the staff and private 
services. 

The outpatient department 
averages more than 20,000 
patients annually. Each resident 
in medicine has an outpatient 
assignment which he maintains 
throughout his residency so that 
he can follow his patients for a 
period of three years. This is in 
addition to subspecialty teaching 
outpatient clinics which are con- 
ducted by attendings. 

The emergency room and 
emergency ward provide approx- 
imately 3,000 visits a month. 
About 50 percent are medical, 
providing a broad experience in 
acute medicine. Residents are 
given full time assignments of 
several months in this facility in 
both their first and third year of 
training. The attending staff in 
the outpatient department (clin- 
ics) and emergency service pro- 
vide supervision and daily teach- 
ing rounds. 

A full program of teaching con- 
ferences and seminars is con- 
ducted throughout the year with 


periodic special lectures by guest 
speakers. Medical grand rounds 
are conducted twice a month; 
there is a monthly clinical path- 
ological conference and a modi- 
fied teaching morbidity and mor- 
tality conference. 

Weekly teaching conferences 
are held with the departments of 
pathology and radiology and spe- 
cial teaching conferences are con- 
ducted in the subspecialties at 
regular intervals. 

On alternate weeks medical- 
surgical chest conferences and 
medical - surgical gastrointestinal 
conferences are held. A weekly 
formal teaching clinic is con- 
ducted by the chairman of the 
department of medicine. The 
residents and members of the 
attending staff participate in the 
weekly tumor board proceedings. 
The resident staff conducts an 
active journal club which meets 
weekly. 


Ob-Gyn 

Although independent, the ob- 
stetrics and-+ gynecology depart- 
ments are combined under one 
administrative chairman for ad- 
ministrative and teaching pur- 
poses. During a four year period, 
the eight residents receive 36 
months of training devoted en- 
tirely to obstetrics and gynecology 
and 12 months of training in sur- 
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For your OB-GYN patients: 
fight infection, facilitate healing 


Administered before and after cervicovaginal surgery, 
irradiation, delivery, and office procedures such as cauteriza- 
tion, Furacin helps to provide a shorter, more comfortable 
convalescence. Infection is promptly controlled; discharge, 
irritation and malodor reduced; healing hastened. FURACIN 
is highly active in the presence of exudates, yet is nontoxic 
to regenerating tissue, does not induce significant bacterial 
resistance nor encourage monilial overgrowth. 


FURACIN 


brand of nitrofurazone 


Vaginal Suppositories 


FURACIN 0.3% in a water-miscible base 
which melts at body temperature. Box 
of 12, each 2 Gm. suppository hermet- 
ically sealed in yellow foil. 


Cream 


FURACIN 0.2% in a fine cream base, 
water-miscible and self-emulsifying in 
body fluids. Tubes of 3 oz., with plastic 
plunger-type vaginal applicator. 


NITROFURANS—a unique class of antimicrobials 
EATON LABORATORIES, NORWICH, NEW YORK 
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A Day in the 
Teaching Program of 
Washington Hospital 
Center 


ROUNDS AND CONFERENCES 
8:30 a.m. Attending Rounds, 
Medical Service 


Attending Rounds, 
Obstetrical Service 


Attending Rounds, 
Newborn Service 


Grand Rounds, 
Medicine 


CPC, Medicine 


Mortality Confer- 
ence, Medicine 


Grand Rounds, 
Otolaryngology 


9:30 a.m. 
11.00 a.m. 
12:00 noon 


1:00 p.m. 
2:00 p.m. 


3:00 p.m. 


4:00 p.m. Surgical Gynecol- 


ogical Conference 


Attending Rounds, 
Genera! Surgery 


5:15 p.m. 


SPECIAL LECTURES 
2:00 p.m. Electrocardi- 
ography 
Ophthalmology 
Pathology 


8:30 p.m. 


TEACHING CLINICS 
9:30 a.m. 
12:00 noon 


Cardiology Clinic 


Allergy Clinic, 
Medicine 


1:30 p.m. 


Pulmonary Clinic 
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gery, pathology and female urol- 
ogy. The two fourth-year resi- 
dents are appointed as senior 
residents and each spends six 
months in complete charge of his 
department in gynecology and six 
months in obstetrics. 

In addition to the clinical work 
provided, a definite schedule of 
formal lectures in the basic 
sciences is given. Regular rounds 
are held each day with the attend- 
ing obstetrician or gynecologist in 
addition to formal conferences in 
each department once or twice 
each week. Weekly conferences 
are held for the entire combined 
active attending staffs in which 
interns and residents participate. 


Anesthesiology 


Training in anesthesiology is 
approved for 15 residents in a 
three-year program. The ten staff 
members involved in this pro- 
gram are all either Diplomates of 
the American Board of Anesthe- 
siology or are Board eligible. 

The departmental basic science 
program of four hours weekly is 
augmented by 30 weekly basic 
science lectures by outstanding 
guest lectures. Resident seminars 
are held monthly with senior 
attending anesthesiologists. Anes- 
thetic records, clinical problems, 
morbidity and mortality reports, 
resident research programs, jour- 
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Nilevar 


(BRAND OF NORETHANDROLONE) 


@ revives appetite @ increases weight 


Newman! has reported an experience which illustrates the gratify- 
ing nutritional progress physicians*- often find when they prescribe 
Nilevar. He states: 

“One of the most distressing jobs on the poliomyelitis ward is the 

dietitian’s because most of the food comes back uneaten.... 

After the administration of Nilevar, the dietary department and 

the nurses had to have a conference about who was going to get 

the second breakfasts and the midnight meals. . . .there is no 
doubt — there is a change in appetite.” 
Nilevar improves nutrition not only by increasing appetite but also 
by giving specific anabolic impetus to the body’s utilization of food. 
All evidence indicates that the weight thus gained is deposited as 
muscle tissue so that typically patients both gain weight and retain 
weight with Nilevar. 

The usual adult dosage is 30 mg. daily, adjusted to the anabolic 
needs and the response of individual patients. For children the 
recommended daily dosage is 0.5 mg. per kilogram or 0.25 mg. 
per pound of body weight. 

Nilevar, brand of norethandrolone, is supplied as uncoated, un- 
scored white tablets of 10 mg. each; as drops supplying 0.25 mg. 
per drop; and, for intramuscular injection, ampuls of 25 mg. each. 


6. vo. SEARLE « co. 


CHICAGO 80, ILLINOIS 
Research in the Service of Medicine 


1. Newmon, E. V.: P dings of a Conf Bem Anabolic Agents: Discus- 
sion, Chicago, Searle Research Laboratories, 986, 


2. Brown, S. S.; Libo, H. W., ond handrol: ful Mono: 

ment of Anorexia ond ‘Weight log” in Scientif Exh d ot the 

Meeting of the Americon Academy of Pediatrics, Chicago, Oct. 20. 23, ‘1958. 

3. Watson, Bradley, M. Callahan, Peters, B. J., ond Kory, R. C.: A Six-Month 
in Underweight Persons: 1. Weight Goin, 

Am, J. Med. “26: 238 (Feb.) 1959" 
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nal reviews, examinations and 
complaints are discussed. 

The department has its own 
analytical and radioactive isotope 
laboratory and residents are en- 
couraged to initiate research pro- 
jects or join projects in progress. 
In addition, the department has 
its own research foundation to 
underwrite the cost of research 
projects in anesthesia and related 
fields, and supplement the income 
of deserving residents who dem- 
onstrate unusual aptitude and are 
willing to work beyond the usual 
duty hours. 

Approximately 20 percent of 
patient admissions for surgery 
and anesthesia are staff patients. 
In the past fiscal year, 18,829 
anesthetics were administered. 


Otolaryngology 

The program in otolaryngology 
is as follows: 

First year: assignment to the 
outpatient clinic and inpatient 
otolaryngology wings under su- 
pervision of senior residents and 
attending staff with special atten- 
tion to diagnostic and therapeutic 
procedures. 

Second year: three months at 
the Armed Forces Institute of 
Pathology; three months at the 
Audiology and Speech Center of 
the Walter Reed General Hos- 
pital; six months at Children’s 


Hospital for training and prac- 
tical experience in an active out- 
patient and inpatient service in 
the diagnosis and therapy of pedi- 
atric otolaryngology. 

Third year: in the inpatient 
wings, operating room and out- 
patient clinic of the Hospital Cen- 
ter. Each of the two residents in 
this third year serve as chief resi- 
dent for a six month period. They 
have assigned staff beds and the 
opportunity of performing all 
types of surgery pertaining to the 
specialty under the supervision of 
the attending staff. 


Ophthalmology 

All aspects of ophthalmology 
are covered in the three-year 
program which includes training 
in pediatric ophthalmology at 
Children’s Hospital and ophthal- 
malic pathology at the Armed 
Forces Institute of Pathology. In 
the last year the resident has his 
own clinic surgical cases. Month- 
ly outpatient volume in the eye 
clinic of approximately 1,700 
patients insures a generous num- 
ber of surgical and nonsurgical 
patients. There is a fully equipped 
and actively functioning ophthal- 
mic pathology laboratory. 

A formal lecture program, fea- 
turing outstanding ophthalmolo- 
gists from local and out of town 
areas, is presented each Saturday 
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NEW “SCOTCH” BRAND 
SURGICAL TAPE 
Macrophoto of ‘‘SCOTCH”’ 


PERFORATED 
ADHESIVE TAPE 


In contrast, conventional, non- 


f Surgical Tape shows exclusive porous tape has a thick layer 
microporous structure of the of adhesive which forms an 
Physiologically inert adh barrier that plugs 
and non-woven backing. Air the widely spaced perfora- 
Passes through the tape freely tions, entraps hairs and con- 
— perspiration and exudates tains potentially irritating nat- 
evaporate rapidly. ural rubbers and resins. 
y 
- f} TAKE A CLOSE LOOK AT A TOTALLY NEW 
t 
| - CONCEPT IN SURGICAL ADHESIVE TAPE 
1 ver three years in development, “SCOTCH” Brand Surgical Tape dramatically answers the 
5 traditional problems of ordinary adhesive tape, as established by clinical test in more than - 
1000 cases. (Golden, T., A Non-lrritating, Multipurpose Surgical Adhesive Tape, Am. J. Surg. 
- 100: 789, 1960.) Non-occlusive: prevents usual maceration. Cool, lightweight, comfortable. : 
) Easy to tear, handle, apply. Physiologically inert: Virtually eliminates chemical irritation, even 
3 | markedly tape-sensitive patients. Easily removed: Thin, non-creeping copolymer adhesive 
emoves without depilation, yet outholds all previous tapes. Sticks even in baths; requires 


fewer changes. Available now: order through your surgical supply dealer or pharmacy in usual 
widths, ¥2” to 3”, 10-yard rolls. 


Reg. U.S. Pat. Off. 


SCOTCH SURGICAL TAPE MICROPOROUS 


No. 530 

MINNESOTA MINING AND MANUFACTURING COMPANY @yy 
... WHERE RESEARCH !S THE KEY TO TOMORROW 

““SCOTCH”’ is a registered trademark of 3M Co. ©) 3M Co., 1961 
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morning for nine months of the 
year. In addition to the formal 
instruction there are daily ward 
rounds, weekly teaching rounds, 
journal club activities, monthly 
clinical-pathological conferences 
and constant staff supervision 
during the daily clinics. 


Orthopedics 


The department of orthopedics 
offers a three-year program for 
training in adult and children’s 
orthopedics. The Center main- 
tains an affiliation with Children’s 
Hospital for rotation of residents. 

A basic science course is 
offered and a special course in 
bone pathology is given annually. 
The resident staff is provided 
ample opportunity to review both 
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Autopsy review, part 
of the pathology 
training program, is 
held weekly. The 
Center offers eight 
residencies in the 
specialty. 


gross and microscopic material. 
In addition, a series of lectures on 
bone pathology is given at the 
Armed Forces Institute of Path- 
ology. Daily staff rounds, weekly 
lectures and radiology confer- 
ences are conducted in addition 
to monthly journal club meetings 
and grand rounds. Research is 
encouraged and residents can 
participate in any of the programs 
in progress. 

The outpatient department 
offers opportunity to see a variety 
of orthopedic problems. Resi- 
dents conduct regular orthopedic 
outpatient clinics and are respon- 
sible for evaluation and treatment 
of acute traumatic injuries in the 
emergency room under the super- 
vision of the attending staff. They 
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both are free of pain—but only one is on 


DILAUDID. 


(Dihydromorphinone HCl) | 


swift, sure analgesia normally.unmarred by nausea and vomiting 


DILAUDID provides unexcelled analgesia in acute cardiovascular conditions. Onset | 
of relief from pain is almost immediate. The high therapeutic ratio of DILAUDID is | 
commonly reflected by lack of nausea and vomiting—and marked freedom from | 
other side-effects such as dizziness and somnolence. 


@by mouth @byneedie @by rectum | 
2 mg., 3 mg., and 4 mg. i 


May be habit forming—usual precautions should be observed as with other opiate analgesics. '} 


KNOLL PHARMACEUTICAL COMPANY new sersev 
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for the first time 

adequate iron 

in convenient 

sustained-release 
form for more 


efficient assimilation 
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Sustained-release capsules 


for improved treatment of iron-deficiency anemia 
~ now controlled release of more adequate amounts of iron 
~ ina form compatible with the body’s ability to utilize iron 


@ Each Mol-iron® Chronosule® contains 390 mg. of ferrous sulfate 
and 6 mg. of molybdenum oxide—sufficient iron to achieve effec- 
tive therapeutic response. 

radual dosage release means greater patient tolerance—with @ 
minimal likelihood of gastrointestinal disorders. 
Marked increases in hemoglobin and hematocrit levels through 
‘ sustained liberation of more absorbable Mol-lron throughout 
gastroileal transit. 

2° a Thus, all the advantages of Mol-iron, the specially processed, 
@ “oPecipitated complex of ferrous and molybdenum compounds, 
maf in the form most conducive to efficient assimilation. 


Comparative patterns of gastrointestinal absorption of iron following standardized test doses 
of Mel-lron Chronosules and of ferrous sulfate capsules (normal fasting adults) 


MOL-IRON CHRONOSULES: (18 subjects) 
Ea 


6 


over fasting level 


The curve for ferrous sulfate reflects a sharply increased absorption of iron during 
the first two-hour period, and a progressive waning of absorption during each of 
the succeeding test intervals. In contrast, the curve for Mol-iron Chronosules i ai 
mirrors a sustained and efficient rate of iron absorption over a full six-hour span i 
following oral intake. 


Dosage: Adults—one Mol-iron Chronosule daily. in severe anemia, one Chronosule twice 1 1 F: 
daily. Children—one Mol-iron C daily. Pp : In botties of 30 Chronosules. ae 


WHITE LABORATORIES, INC. Kenilworth, New Jersey 
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are responsible for the work-up 
and pre- and post-operative care 
of patients on the assigned pa- 
tient wings and perform the oper- 
ations on staff patients (300 
annually) under supervision of 
attending orthopedic sugeon. 


Pathology 
A residency in pathology is 
designed to train for the practicc 
of pathology in a hospital depart- 
ment or in a private laboratory. 
Emphasis is placed on the scien- 
tific aspects of training but resi- 
dents are also made aware of 
administrative problems. 

The program is designed for 
eight residencies and two fellows 
in cancer research. Residents are 
rotated between clinical pathol- 
ogy and pathologic anatomy on 
the basis of two years in:each 
division. However, a four year 
program can be offered in either 
clinical pathology or anatomical 
pathology. 

The department operates lab- 
oratories totaling more than 26,- 
000 square feet and equipped 
with the latest type of scientific 
equipment. Residents in clinical 
pathology have the added advan- 
tage of their own private labora- 
tory. In the past fiscal year there 
were more than 350,000 clinical 
laboratory procedures, 11,500 
surgical specimens examined and 


more than 500 autopsies per- 
formed. 

Weekly conferences are held on 
laboratory medicine, surgical 
pathology and autopsy pathology. 
In addition, a monthly clinico- 
pathologic conference is held in 
collaboration with the department 
of medicine and a tumor board 
conference is held in conjunction 
with the tumor clinic of the Hos- 
pital Center. 


Radiology 


The resident staff consists of 
two first-year residents, two 
second-year residents, and two 
third-year residents. 

Although most of the training 
is of the preceptorship type, 
weekly didactic lectures are given 
by the radiology staff from Sep- 
tember through June. 

The first year of residency is 
devoted to Roentgenological 
technique, radiation physics and 
orientation into the general scope 
of Roentgen diagnosis under the 
direction and supervision of an 
assigned member of the depart- 
ment. Seven months of the second 
year are devoted to diagnosis. 
The second year residents are re- 
sponsible for fluoroscopy and 
film reporting. During the second 
year attendance is required at all 
of the x-ray interdepartmental 
conferences. The resident serves 
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a course of 
Anabolic Therapy 


stimulates appetite, 
strength, vitality 


builds vital protein tissues — 
Muscle* 

increased size and strength 
Bone* 


combats demineralization, 
rebuilds stroma 


urabolin 


(nandrolone phenpropionate injection, Organon) 
the safest and most potent sustained anabolic therapy 


1. virtually free of virilizing effects 3. under your direct control 
2. sustained over 7-14 days 4. no adverse effect on liver function 


to improve mood and outlook; restore appetite, strength and 
vitality; relieve pain; stimulate gain in solid muscular weight; 
hasten recovery. Your patient feels better because he is better. 


Indications: anorexia, chronic fatigue and post-viral debility, osteoporosis, 
mammary cancer, pre- and post-surgery, severe burns and trauma, and other 
catabolic conditions. Dosage: Adults: 50 mg., i.m.; then 25 to 50 mg., i.m., 
weekly for twelve weeks. Children: 2-13 years—25 mg., i.m., every 2 to 4 
weeks. Infants: half children’s dose. Supplied: DURABOLIN (25 mg. nandro- 
lone phenpropionate/cc.) in 5-cc. vials and 1-cc. ampuls (box of 3). 
New Durabolin-50 (50 mg. nandrolone phenpropionate/cc.) in 2-cc. vials. 


1. Osol, A. The Dis- 
Pensatory of t S.A., ed. 25, J. B. Lippin- 
cot, Phila., 1955, p. 1392. 2. Best, C. H. and Organo: 
ractice, ie ams an 
Co., Balt., 1961, p. 1104. Organon Inc., W. Orange, N. J. 
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as a consultant with members of 
the house staff in regard to staff 
patients. The resident undertakes 
supervision of all routine diag- 
nostic procedures such as chest, 
extremities, pyelograms, cholan- 
giograms, cholecystograms, etc. 
Five months are spent on thera- 
peutic radiology. 

In the third year, seven months 
are devoted to diagnosis and five 
months to therapy. Residents are 
completely in charge of all staff 
cases in both diagnosis and ther- 
apy, consulting at will with the 
radiologists. 


Urology 


A three-year urological resi- 
dency has recently been estab- 
lished at the hospital, and is de- 
signed to lead to certification by 
the American Board of Urology. 
It offers training in pathology, 
radiology, pediatric urology, cys- 
toscopic procedures, and all types 
of major urological surgery. 

The library is under the super- 
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House officers and attend- 
ings participate in CPC. 
Conferences held 
monthly at the Center. 


vision of an experienced medical 
librarian and contains an exten- 
sive collection of modern books 
and more than 160 current jour- 
nals. In addition, there is the 
combined collection of journals 
from the three parent hospitals. 

Interns receive a monthly sti- 
pend of $200 plus full mainte- 
nance. Quarters are air-condi- 
tioned and there are kitchen and 
pantry facilities. In addition to 
two weeks’ paid vacation, hos- 
pitalization and medical care are 
provided. 

Monthly stipends for residents 
follow this scale: first year, $215; 
second, $230; third, $245; 
fourth, $260. Full maintenance 
and other benefits available to 
interns also apply to residents. 
Married residents may elect to 
have an additional $100 per 
month in lieu of quarters and 
meals at the hospital. The admin- 
istration assists in locating hous- 
ing and employment for resi- 
dents’ wives. 


Resident Physician 


| 
| 
OPTIM 
norr 
requ 
plus 
for : 
tio 
avo 
haz 
cess 
of j 
nutr 
= 


OPTIMUM NUTRITION 
Providing all the 
normal dietary 
requirements 
plus a reserve 
for stress situa- 
tions while 
avoiding the 
hazards of ex- 
cessive amounts 
of individual 
nutrients. 


BAKER’S MODIFIED MILK 
PROVIDES OPTIMUM 
PROTEIN NUTRITION 


“There is abundant clinical evidence... that formula- 
fed infants receiving high protein allowances compare 
favorably to thriving breast-fed infants.”! Authorities,2 
whose experience with the hunger of infants fed even 
3.5 grams of protein per kilogram, have opposed intakes 
of cows’ milk which would give less protein. 


Baker’s Modified Milk supplies a protein level of 3.7 
grams per kilogram of body weight per day to meet 
normal needs and to provide a dietary reserve for 
increased protein demands caused by fever, diarrhea 
and infections. An adequate water reserve is also 
provided for renal function and proper water balance 
by the 20 Cal/oz. dilution.3 


Because an infant’s health depends upon total 
adequacy of his diet,4 Baker’s Modified Milk supplies 
an optimum protein level, 6% of the calories as essen- 
tial linoleic acid, and contains 7% carbohydrate com- 
posed of multiple sugars, the R.D.A.5 of vitamins, and 
7.5 mg. of iron per quart of formula. 


1. Hill, L. F.: J. Pediatrics 54: 545 (1959) 2. Gordon, H.H., and Ganson, A.F.: 
J. Pediatrics 54: 503 (1959) _ 3. A.A.P. Committee on Nutrition, Pediatrics 19: 
339 (1957) F. Woodruff, Calvin W.: J. A. M. A. 175: 114 (1961) 5. Recom- 
mended Dietary Allowances, NAS-NRC Publication “5389 (1958) 6. U.S.P.H.S. 
Milk Code, Federal Security Agency Publ. 220 (1953) 


Bakers MODIFICD MILK 


Made only from Grade A milk*—scientifically formulated to duplicate 
the nutritional results of human milk. Powder/ Liquid 


THE BAKER LABORATORIES, INC., Cleveland 15, Ohio 


Sturdy, well satisfied babies 
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Guest 
Editorial 


Teaching Hospitals and the “Doctor Shortage” 


It is frequently stated that the prestige of American 
medicine has never been higher. Our medical schools, gradu- 
ate medical education and specialty training are rated as 
superior throughout the world. The volume and quality of 
basic and applied medical research in this country exceeds 
that found in other nations. A paradox exists in that, in 
spite of these accomplishments and world prestige, our highly 
educated, prosperous, energetic nation is not, according to 
some, supplying sufficient well-trained physicians to provide 
for our rapidly growing population. 

The annual output of medical graduates from our medical 
schools has increased over the past ten years but the increase 
has been small compared to the increases in total population 
and the apparent need for house staff by a rapidly expanding 
hospital program. The word has spread throughout the 
world that there is a marked shortage of physicians in the 
United States. Is this really true? Are we properly utilizing 
the physicians we have? 

During the period of population explosion and hospital 
growth there has been a steady increase in the number of 
foreign medical school graduates coming to our country for 
graduate training and practice. Today, nearly one thousand 


Resident Physician 


Thomas W., Mattingly, M.D. 
| 
|} t 
t 
F 
| 
|} 
| 
( 
114 
; May 


become licensed physicians each 

year and either form a part of our 

annual increment of practicing physi- 

cians or join academic faculties or 

research staffs of medical institu- 

tions. Several thousand additional 

foreign graduates come each year 

for temporary residence for gradu- 

T. W. Mattingly, ate training under the Exchange 

of Mecice! Visitors Program. 
Attending in Medicine, Concurrently with this attainment 
ema ir of world prestige in medicine and 
ospital Center 

attraction of foreign graduates for 

training and practice, we are witnessing another paradox: 

the profession of medicine is losing its prestige and attraction 
for the American youth in his selection of a profession. 

There is both a quantitative decrease in total applicants 
as well as a reduction in the quality of applicants seeking 
admission to medical schools. 

Perhaps this is a true reflection of the status of medicine— 
and our prestige is not as high as we think—and there are 
other reasons why foreign graduates are coming to the U.S. 

Perhaps another question may be asked: Is the shortage of 
doctors based on house officer requirements a real one? 
Some authorities definitely agree that a shortage as evaluated 
on such as basis is artificial. They indicate that it is a 
temporary situation created by a sudden increase in the 
total hospital beds made possible under the accelerated 
hospital construction programs stimulated and facilitated by 
federal and community support through the Hill-Burton 
Hospital Construction Act. 

Hundreds of small, fifty to two-hundred bed hospitals 
suddenly demanded house officers, regardless of their 
ability to provide adequate graduate training. Existing hos- 
pitals of all types have increased their house staff quotas. 
Evidence of preponderant service demands and employment 
of foreign graduates in hospitals has resulted in cries of 
“cheap labor” in news periodicals. 
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The real question in the evaluation of the doctor shortage 
is, are interns and residents necessary and justified in every 
hospital and how much should this requirement be used in 
the determination of a national shortage of physicians? If 
so, we are dreadfully short! The recent report of the Ameri- 
can Medical Association shows that of our nation’s total of 
1,600,000 hospital beds, only fifty percent are in hospitals 
having accredited house staff programs. Graduates of foreign 
medical schools make up about twenty-five percent of the 
house staff in these hospitals. Thus a shortage of American 
graduates exists in filling the one-half of our hospitals which at 
the moment are considered to have sufficient teaching aspects 
to justify an intern-resident program. 

Our accrediting bodies are probably very generous in 
approving this fifty percent of existing hospital beds for 
training. If one is to take into consideration the total service 
requirements of all existing hospitals, I agree that the 
shortage is an artificial one and that we are not being realistic 
in approaching the problem. This country is not suffering 
from a great shortage of physicians in practice outside of 
hospitals and it appears it is essentially the service demands 
and abuses in hospital admissions that constitutes the chief 
problem. 

More realistic surveys such as that made in the report of 
the Surgeon General’s Group on Medical Education indicate 
that based on our present population explosion and the 
increase to be expected for the next ten years, there is and 
will be a shortage in both physicians and in medical facilities 
in our country for undergraduate training of physicians. This 
group recommended both expansion of existing facilities and 
construction of new medical schools. These much needed 
national surveys have been an eye-opener and a stimulus not 
only to plan for expansion of existing schools and construc- 
tion of new ones but we hope, a stimulus to a more realistic 
financial support to medical schools for education as well as 
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quietly calming 


You can prescribe gentle 
control of blood pressure with 


BUTISERPINE 


Butiserpine contains just enough reser- 
pine (0.1 mg. per tablet) to reduce ten- 
sion without initiating side effects; 15 
mg. of BUTISOL sodium® butabarbi- 
tal sodium, to promote calmness with- 
out lethargy. 


Butiserpine Tablets, Elixir, 
Prestabs® Butiserpine R-A (Repeat Action Tablets) 


McNEIL| McNEIL LABORATORIES, INC. 


FORT WASHINGTON, PA. 
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Guest Editorial 


for research. We cannot do research without an adequate 
number of qualified graduate physicians to do the research. 
The successful completion of such a program, however, will 
be only a half measure in providing adequate provisions for 
the training of an adequate number of physicians for clinical 
practice. The need for good teaching facilities for graduate 
training at the intern-resident level must be surveyed and 
met as well. 

I believe that we must look at the graduate training of a 
recent graduate as being equal to, or more important than 
his undergraduate training. There is no shortage of hospital 
beds for this training. What is needed and will be needed in 
addition to expanded medical school facilities with their 
university hospitals are good nonuniversity teaching hospitals 
and centers with teaching interest and experience, clinical 
research facilities and staffs, and supervised, coordinated 
programs. We will need hospitals and centers which will 
justify admission of a graduate for graduate training rather 
than places where he can work for a year before he can 
obtain a license to practice. 

In recent years there have been many discussions at many 
national conferences and by many groups as to the definition 
of a “teaching hospital.” Some answer by saying all hos- 
pitals teach, but the real question is, “What and how do 
they teach?” Such questions testify to the necessity for 
better evaluation, organization, direction and requirements 
of teaching programs. It has been agreed by many interested 
in this problem that what is needed is a Flexner-type evalua- 
tion of hospitals as to their quality of teaching, similar to that 
applied to medical schools in the United States in the first 
decade of this century. Apparently there is no one individual 
or group with the ambition and courage to undertake it or 
to demand it! This must be done before remedies can be 


provided. Few people in postgraduate medical education 
will deny it. I certainly cannot. 
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Can we afford the luxury of having physicians to perform 
all the service functions in all or even half of the hospitals 
in this country? The nursing profession has learned that it 
could not afford to continue to expend graduate nurses for 
maid services in hospitals. Today many of the previously 
performed and once considered essential duties of the general 
duty nurse are adequately performed by practical nurses, 
nurses aids, etc. There is a similar need for paramedical 
personnel for the performance of many of the service func- 
tions presently delegated to interns and residents. What we 
need are facilities and programs for the training of medical 
and surgical technicians for use in hospitals. We did it very 
effectively on a large scale for our military hospitals during 
the past war. 

The use of graduates of medicine as ward secretaries to 
write histories in longhand that are never read or discussed 
by a busy attending physician, or their employment as 
technicians on the wards and in operating rooms is a luxury 
that medicine cannot afford. The simple procedure of 
providing good dictating equipment for use by the attending 
physician and a few high school graduates as ward clerks for 
typing would be a simple solution for history and physicals 
and chart requirements in many hospitals where the records 
will not be used for a real teaching program or on private 
floors not used for teaching. 

I believe that if a real definition is given to a teaching 
hospital and if approval for admission for graduate training 
is given only to hospitals meeting this definition and require- 
ment, that there would be a shortage of institutions for 
graduate training rather than a shortage of house officers 
for hospitals. We would have spaces for only a small number 
of carefully selected foreign graduates in our programs. We 
should insure this small group of a real educational experi- 
ence which would permit them to return to their country as 
a proud product of American medicine and culture rather 
than returning with a “hate America” feeling resulting from 
service exploitation. Pe 

The Washington Hospital Center aspires to the ideals of +4 
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developing into a truly teaching hospital. Until better 
criteria are established it cannot be stated how far it has 
developed in that direction but such is the goal of its board 
of trustees, its administrator and most important of all, its 
professional staff. Sometimes the activities of these three 
groups, with somewhat different interests and experience, 
go in different directions in an effort to provide the best 
possible care to the patients and at the same time conduct 
a teaching hospital. One of the duties of a Director of 
Medical Education is to direct them toward the goals of a 
good teaching hospital which by definition should auto- 
matically provide the best in medical care. 

An individual, however, does not make the hospital a 
teaching institution. One of the present misconceptions is that 
all a community hospital needs to make it a “teaching hos- 
pital” is to designate a staff member as the Director of Medical 
Education or the director of a residency program, or to 
employ someone with or without previous experience or 
qualifications as a full-time director of education. A hospital 
will become a teaching hospital when, and only when each 
member of its active staff performs his teaching duties in a 
coordinated program similar to that in an undergraduate 
school. It cannot be obtained by just thinking or talking 
about it or just going through the motions without interest 
and enthusiasm. Likewise it cannot be accomplished by each 
member of the staff selfishly conducting his own independent 
pet teaching program without consideration for the graduates’ 
needs. Teamwork, sacrifice and a common interest and goal 
are important qualifications for a teaching staff. They are 
not found in the staffs of many community hospitals where 
the dominant characteristic is self-interest and unfulfilled 
teaching obligations and where the criteria in joining a staff 
are what will the hospital do for me rather than “what can 
I do for the hospital?” 
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patients | 
Patients prefer are happier’ one to two pints of soap} 


the greater suds enema! Choose FLEE’) 


simplicity when doctors: Enema next time an enema) 


of administration and is indicated—for optima’ 
comfort of FLEET choose: convenience, effectiveness 
ENEMA as compared to old-style | and safety. 100 cc. con- 
enemas. The ready-to-use squeeze bot- tains 16 Gm. sodium bi/ 
tle eliminates troublesome preparation phosphate and 6 Gm. so- 
andcleanup—while inser- FLEETENEM dium phosphate ir} 
tion is made easier and Ready-to-Use Squeeze Bottle 4%-fl.oz. squeeze 
safer with the pre-lubricated, ana- bottle. Pediatric size, 2% fl.oz 
tomically correct 2-inch rectal tube. Also available: FLEET ou 
Disposable feature insures a sanitary RETENTION ENEMA, 4%-fl.0z| 
enema solution each time. And FLEET ready-to-use unit containing 
ENEMA works better with its 4 fl.oz. Mineral Oil U.S.P. Available 
of precisely formulated solution than _at all pharmacies. | 


C. B, FLEET CO., INC. Lynchburg, Virginia 
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Here’s a golden opportunity to get paid a salary 
where there’s little opportunity to spend it. 


Camp MDs Wanted Now! 


If you think a camp doctor might 
be a good spot for you this sum- 
mer, get started now. Camps hire 
ahead of time; they're filling 
July through August positions. 


ins are looking for physi- 
cians for the summer months. 
Even if you have only a few 
weeks vacation coming, it can 
still work out. Here’s how: many 
camps allow what they call a 
“split season,” taking on one resi- 


dent who guarantees them a re- 
placement from among his col- 
leagues to finish out the season. 
You can team up with another 
resident and stagger your vaca- 
tion times to give full season 
coverage to one camp. 

Where to find openings: 

e Your hospital’s bulletin 
board. Some camps send out no- 
tices to hospitals in their areas as 
early as February, others not until 
April or May. 

¢ Your local medical society 
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135 tiny doses 
mean smoother 
steroid therapy... 


in the relatively 
acid medium of 
the fasting 
stomach, Medrol 
Medules remain 
essentially intact 
-only 5% of the 
Medrol content is 
released after 2 
hours at pH 1.2. 
However, in the 
environment of 
the duodenum 
(approaching a 
PH of 7.5), from 
90 to 100% of 
the Medrol is 
released over a 
period of 4 hours. 


Slow 
Release 


Slow 
Absorption 


Sustained 
Action 


Each capsule contains: 

Medrol (methylprednisolone) . . . 4 mg. 
Supplied in bottles of 30 

and 100. 


Medrol hits the disease, 
but spares the patient. 


The Upjohn Company, Kalamazoo, Michigan 


pH 7.5 


in acute allergic 
disorders: 


Judged to be “a nearly ideal 
formulation,’ Medrol Med- 
ules gave good to excellent 
results in 25 of 28 children 
with various acute allergic dis- 
orders. ‘““There were no serious 
side effects and minor com- 
plaints were reported in only 
two patients.”’ The author 
also found that “there is a 
definite advantage for Medrol 
Medules inasmuch as much 
smaller doses seem able to pro- 
duce full clinical relief... .’” 


Indications and effects 

Medrol benefits (anti-inflammatory, 
antiallergic, antirheumatic, anti- 
leukemic, antihemolytic) have been 
demonstrated in acute rheumatic car- 
ditis, rheumatoid arthritis, asthma, hay 
fever and allergic disorders, dermatoses, 
blood dyscrasias, and ocular inflamma- 
tory disease involving the posterior 
segment. 

Precautions and contraindications 
Because of Medrol's high therapeutic 
ratio, patients usually experience dra- 
matic relief without developing such 
possible steroid side effects as gastro- 
intestinal intolerance, weight gain or 
weight loss, edema, hypertension, acne, 
or emotional imbalance. 

As in all corticotherapy, however, 
there are certain cautions to be ob- 
served. The presence of diabetes, osteo- 
porosis, chronic psychotic reactions, 
predisposition to thrombophlebitis, 
hypertension, congestive heart failure, 
renal insufficiency, or active tubercu- 
losis necessitates careful control in the 
use of steroids. Like all corticosteroids, 
Medrol is contraindicated in patients 
with arrested tuberculosis, peptic ulcer, 
acute psychoses, Cushing's syndrome, 
herpes simplex keratitis, vaccinia, or 

Dugger, J. M. Soc., 
59: 1812 (Dec.) 1 
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1, LICENSE. Is a license needed 
in the state where the camp is located? 


2, ASSISTANT. Will you have 
an assistant? Many camps will have 
a nurse on the payroll. Some will 
provide a counselor to help. 


3. CONSULTATION. Are there 
hospital facilities in town? What ar- 
rangements has the camp made with 
the hospital? Is there a local phy- 
sician available to help you when 
needed for consultation? Have ar- 
rangements been made for you to 
hospitalize a seriously ill child? 


4. DISPENSARY. what are the 
facilities of the dispensary? How well 
is it equipped? Will your recom- 
mendations be accepted as to the 
needed supplies of the dispensary? 


10 QUESTIONS 


YOU SHOULD ASK ABO 


5. SPECIAL CARE. Must all 
children have physical examinations 
by their private physicians prior to 
their acceptance by the camp? Will 
the camp knowingly accept diabetics, 
allergic or cardiac children (requiring 
constant and specialized care)? If so, 
will you be responsible for their main- 
tenance therapy and management? 


6. COVER. Here are important 
items which should be settled in ad- 
vance! What are your days off, if 
any? Will you have anyone to cover? 


7. WIFE. Are there facilities for 
your wife and family? By and large, 
camp directors consider the camp phy- 
sician’s wife a problem—unless she is 
willing to help out in some small way 
with the camp’s activities. Camp di- 
rectors will usually offer her some job 


frequently will get requests for 
camp physicians. A_ telephone 
call to the society or a careful 
look-through of the classified sec- 
tion in the society’s journal may 
turn up something. 

e Established physician place- 
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ment agencies in your area. Many 
camps list with the same agency 
year after year. The agency can 
help you evaluate the setup. 

e The Sunday supplements 
and classified sections of metro- 
politan newspapers. 
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as assistant to a counselor, arts and 
crafts supervision, picnic manager, or 
some such position—and are happy to 
pay her for her efforts. 


8. SALARY. What is the exact 
salary? (Is there a contract?) Most 
camps figure your pay by the season, 
vary from $500 to $900 for a 7- to 
10-week season. 


9, DUTIES. Do you have any 
other duties besides strictly “profes- 
sional care” of the campers and camp 
staff? Some camps try to have their 
physicians double as nature counselors. 


10. MALPRACTICE. Are you 
covered by a malpractice policy? If 
not, will the camp pay for such a mal- 
practice policy if you take one out for 
the duration of your camp job? 


© National and “family” cir- 
culation magazines. While there 
won't be ads for camp physicians, 
you can get a good list of camp 
names and addresses. (Also see 
camp ads in this journal begin- 
ning on page 173. 
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It may prove a good shortcut 
to write directly to the camp as- 
sociation headquarters, request- 
ing information about physician 
openings in any of their summer 
camps. 

One big national group, the 
American Camping Association, 
maintains headquarters in Mar- 
tinsville, Indiana and has regional 
or district offices located around 
the U.S. for placement of camp 
counselors, nurses and _physi- 
cians. 

Their publication, “Directory 
of A.C.A. Member Camps,” 
(50c) gives a brief description of 
the several hundred approved 
camps in the U.S., Canada, 
Alaska, and Hawaii. Information 
includes the major camp activ- 
ities, population, age groups, and 
key personnel. Try your local 
library for a copy. 


Shopper 


Since camps are having quite 
a bit of difficulty in getting doc- 
tors, you’re in a shopper’s mar- 


ket. Don’t jump at the first 
salary offer (unless you are com- 
pletely satisfied, of course). You 
may be in a position to negotiate 
a bit, especially now when some 
camp directors are concerned 
about getting an MD in time for 
a June or July camp opening 
date. Perhaps you might suggest 


125 


OUMMMER CAMPS 
| 
| 
| a 
to | 
| 
Ss, | 
| 
alll 
y 
if i 
» 
Jo ¥ 
is 
y 
| 
b | 
y 
y 
; 
| | 
S | 
= | 


What do summer camp di- 
rectors expect of a physician? 
One expressed it this way: 
“First, I want a man who is pro- 
fessionally qualified. Training 
references help us determine 
this. Second, personality really 
counts. Most people think of 
summer camps as vacation play- 
grounds, baby sitters away from 
home. In part this is true. But 
more important, we think, is our 
educational responsibility, help- 
ing the child toward emotional 
maturity—teaching him to ac- 
cept responsibility for himself 
and others. This is where the 
physician’s personality comes in. 
If he is really interested in the 
children, he gives them confi- 
dence, guides them away from 
an over-concern about minor 
cuts or temporary malaise. In 
short, he helps them grow up. 
This doesn’t require a grim 
scientist — simply an _ affable, 
outgoing human being who is 
competent and interested in the 
children under his care. We ask 
the same of our counselors: 
Competence, common sense, and 
interest in the children.” 


a higher figure and then work 
back to a compromise. 

Or, if the camp is particularly 
desirable from your point of view, 
work on a few possible fringe 
benefits which have not been of- 
fered; such things as your wife’s 
job, or maintenance for your 
family, your days off, etc., are 
good extras. Be sure to arrange 
for such things as salary and time 
off and equipment before you 
sign any contract. 

Although summer camp can be 
a refreshing experience after a 
long year in your hospital, it 


isn’t necessarily “easy livin’. 


Experience 

Here’s the view of a veteran 
camp physician, Dr. Louis J. 
Polskin: 

“Are a few weeks spent at a 
summer camp as camp physician 
a carefree reprieve from profes- 
sional responsibility? Not by a 
long shot. In fact, such an as- 
signment might favor more toil 
than free time. But, you'll be 
almost guaranteed less tension 
and far more relaxation than is 
possible during a comparable pe- 
riod spent in your hospital train- 
ing. 

“As camp doctor, you will face 
all problems of modern youth 
from bed-wetting, in the very 
young, to broken hearts among 
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hypovolemic shock 
quickly, economically 


without the dangers of blood transfusion 


An estimated 3,000 patients die each year as the result of blood 
transfusion reactions.! When hypovolemic shock is treated with 
ALBUMISOL®, most of the risks inherent in blood transfusion are 
bypassed. With ALBUMISOL, there is— m no danger of hepatitis m no 
waiting or expense for typing, cross-matching, or grouping. 

Most importantly, ALBUMISOL is the protein responsible for 80 per 
cent of the colloid osmotic pressure of plasma. It therefore fills the 
most urgent need in hypovolemic shock—restoration of pressure. 


ALBUMISOL 25% (salt poor) is also available to help you manage 
nutritional deficiencies and severe fluid retention of advanced cir- 
thosis and nephrosis. Increased production now makes possible new 


lower prices on both products, 


NORMAL SERUM ALBUMIN (HUMAN) 
ready for immediate blood volume replacement 


SUPPLIED: ALBUMISOL 5% in 250-cc. and 500-cc. bottles. 
ALBUMISOL 25% (salt poor) in 20-cc. and 50-cc. bottles. 
1. Hirsh, B. D.: Medicolegal Digest, 1:21, June, 1960. 

Additional information is available to the physician on request. 
ALBUMISOL is a trademark of Merck & Co., INC. 


MQ MERCK SHARP & DOHME 
Division of Merck & Co., Inc. » West Point, Pa. 


i 
| 
\ 
| 
i 
me 

be 

it 
be i ~ 
on 
1S 
th ee 
an 


teenagers. You may also find 
yourself with a small adult prac- 
tice which might include indiges- 
tion among the kitchen help and 
hypertensive headaches, popular 
among directors. 

“But the happy note to re- 
member is whether treating a 
laceration, athlete’s foot, or 
mumps, you will be in a healthy, 
active situation. And though dis- 
pensing the same brands and 
shots you handle in your hospital, 
you'll be in an airy infirmary. 
This is camping—and it is health- 
ful, rejuvenating and lots of fun. 

“Definitive treatment pertinent 
to fractures, snakebite, suturing, 
unresolved fevers and illnesses is 
not intended in a camp infirmary, 
and logically, is transferred to the 
town physician.” (Nearly all 
camps provide broad medical- 
surgical insurance for their per- 
sonnel and campers to assure 
them maximum care.) 


Salary 


What salary to ask? Well, 
you'll never receive what you’d 
earn in private practice! Since 
the camp nurse receives $50-$75 
per week, Dr. Polskin (who has 
had four “summers” of camp 
“doctoring,” each “summer” be- 


ing four weeks only) is of the 
opinion that a fair salary should 
be not less than three times the 
nurse’s stipend. Camps spon- 
sored by charitable organizations 
offer much less. 


Younger 


Dr. Polskin states: 

“Even if it may prove to be a 
“quasi” vacation, you’ll be tanner 
and healthier when you come 
home. Somehow, when the first 
signs of spring appear each year, 
I begin to look forward to re- 
newing acquaintances with those 
pestering, sniffling rock-’n-rollers! 
I think you will, too. 

“You will look back on the lec- 
tures in accident prevention and 
hygiene you extemporized, the 
phone calls from frantic parents, 
several hundred miles away, the 
participation in the camp sing, 
orchestra, dramatics, or in the 
teaching program of the camp. 
You will recall your cautious 
moments on the tennis courts, in 
a canoe, or in the swimming hole. 

“And you’re sure to find out 
how really ‘tired-blooded’ those 
sedentary muscles have become! 

“But you will come home 
brighter and younger because you 
were with the young.” 


See "Camp Physician" openings on page 1|73. 
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anorectal comfort in minutes 


for full symptomatic relief from the discomforts 
of hemorrhoids, proctitis and pruritus ani 


start therapy with ANUSOL-HC, 2 suppositories 
daily for 3 to 6 days, to reduce inflammation, re- 
lieve pain and itching, shorten total treatment 
time. Then, maintain patient comfort with regular 
ANUSOL, 1 suppository morning and evening and 
after each evacuation, to prevent recurrence of 
symptoms. 

Neither Anusol nor Anusol-HC contains analgesic or anes- 


thetic agents which might mask symptoms of serious rectal 
pathology. 


anusol 


hemorrhoidal suppositories hemorrhoidal suppositories 
and unguent with hydrocortisone 


acetate, 10 mg. 
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Here’s how to 


make your checkbook 


do triple duty. 


Wilburn L. McClure, Jr. 


- most house staff physicians, 
a checking account should pro- 
vide three advantages: 

1. Convenient way to pay 
bills. 

2. Simple means to keep track 
of income and expenditures. 

3. A basis for rapidly calcu- 
lating deductible expenses for in- 
come tax purposes. 

Should provide . . . but un 
fortunately, items 2 and 3 are 
seldom attained. 


The author is the consultant in charge 
of the Baltimore, Md., office of Profes- 
sional Business Management, Inc. 


Whether you or your wife 
handle the checkbook, confusion 
at the end of the month is prob- 


ably the rule. No matter how 
meticulous you try to be, when 
you begin the job of reconciling 
your cancelled checks against 
your checkbook balance and the 
bank’s balance, you generally are 
hoping: 

© You won’t find a cancelled 
check which you forgot to enter 
—thus reducing the amount you 
thought you had as a balance. 

@ The bank report will show 
you have more money in the 
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all it takes for 
sustained protection in asthma 


1 TABLET MORNING 
1 TABLET EVENING 


all-day and all-night relief 
from asthma symptoms 


New Tedral SA 


Sustained Action antiasthmatic 


One tablet on arising—protects through the working day, virtually elimi- 
nates the need for emergency medication 


One tablet 12 hours later—\ets the patient sleep, reduces the need for 
middle-of-the-night emergency medication 


New Tedral SA protects against bronchial constriction and reduces mucous con- 
gestion throughout the day and night, increases vital capacity and ability to 
exhale, reduces the frequency and severity of asthmatic attacks. Patients get 
the benefits of sustained protection with the convenience of b.i.d. dosage. New 
Tedral SA is particularly indicated for patients who need continuous medica- 
tion over prolonged periods. 


RECOMMENDED ADULT DOSAGE: 1 tablet on arising, 1 tablet 12 hours later. 
PRECAUTIONS: Tedral SA should be used with caution in patients with 

cardiovascular disease and/or severe hypertension, circulatory collapse, 

hyperthyroidism, prostatic hypertrophy or glaucoma. Phenobarbital in 

the formula may be habit forming. 

EACH TABLET CONTAINS: Theophylline...180 mg.; Ephedrine HC1...48 mg.; 

Phenobarbital ...25 mg. 

Tedral SA is available to your patients on prescription only. MORRIS PLAINS, WJ. 


makers of Tedral Gelusil Mandelamine Peritrate Proloid 
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ENVELOPE SYSTEM 


By keeping receipts and bills and 
cancelled checks in your check- 
book, you may find you’ve taken 
on more bulk than you have room 
for. An alternate method is to 
keep your receipts, bills and 
matching cancelled checks in en- 
velopes, using one envelope for 
each month’s accumulation. After 
36 months have passed, you can 
retire the oldest month’s envelope; 
except for fraud or by mutual con- 
sent, the Internal Revenue can’t 
go back beyond three years. 


bank than you thought you had. 

The latter rarely happens. The 
former too often does. 

Also, in at least one month 
out of three, your excitement as 
you add the figures, anticipating 
a perfect balance, is shattered 
when you find you're off (by 
some ridiculous figure such as 
$2.43 or $.81). 

And as for your record of de- 
ductible expenses, few house of- 
ficers realize that the Internal 
Revenue Service does not always 
consider a cancelled check as 
proof of an expenditure. 

Since the burden of proof for 
legitimate deductible expendi- 
tures always rests with the tax- 
payer, a receipted bill or can- 
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celled check with a bill attached 
is the best evidence you can pre- 
sent when and if your income 
tax return is called up for an au- 
dit. (The Internal Revenue Servy- 
ice is performing more and more 
audits each year.) 

Here then is a_ simplified 
checkbook and accounting pro- 
cedure which is recommended 
for staff physicians who have a 
limited number of deductible 
business expenses: 

1. Obtain the large, three 
checks to a page, business-type 
checkbook from your bank. Un- 
less the checks are personalized 
there is usually no charge made 
by the bank for this type of 
checkbook. 

2. Make sure you deposit all 
cash and checks into your check- 
ing account. This gives you a po- 
sitive record of all income—other 
than interest on savings, and 
those dividends which are cred- 
ited to your brokerage account. 

3. Insist on bills or receipts 
for every item paid for out of 
your checking account. 

4. Mark all check stubs with 
adequate information describing 
the purpose for which the check 
was drawn. 

5. When writing and number- 
ing a check, place the same num- 
ber upon the bill or receipt and 
place this bill in the back of 
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Write the Check Right! 


1. Write legibly. 

2. Date the check the day it is 
written. Checks dated on Sundays 
or holidays are valid. 

3. Fill the “pay to the order of” 
line fully. Any blank space at the 
end of the name should be filled with 
two or three parallel ink lines, 

4. Use ink. Pencil is perfectly 
legal, but is very easy for anyone to 
alter. 


5. Don’t cross out, erase or chang< 
anything on the check, 

6. Make sure written amount 
agrees with numerical amount. 

7. Start the amount line at the ex- 
treme left edge of the check and 
leave no space between words. As 
with (3) above, fill in the line com- 
pletely by drawing parallel lines from 
the last word, across to the end of the 
line. 


the checkbook temporarily. (See 
above. ) 

6. When the cancelled checks 
are returned from the bank, at- 
tach each check to the appropri- 
ate stub with scotch tape. Then, 
from the back of the checkbook, 
take the bill or receipt for which 
the check was written and attach 
it to the cancelled check. 

If these simple steps are car- 
ried out, an Internal Revenue au- 
dit can be conducted quickly and 


your bill..." 


"Congratulations, you've been 
selected this month to pay 


accurately, and a great deal of 
confusion can be avoided when 
reconciling expenditures. (A du- 
plicate system should be used 
where separate bank accounts 
are maintained for the home or 
other business accounts, such as 
rental properties. ) 


tha 


This method will work well for Jj DUR" 
you while in training. It will also § °f°h¢ 
operate equally well in keeping a 
accounts for a limited private o: 
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hypertension 


more patients are receiving the benefits of— 
more clinical evidence exists for— 


| 


Mt CHLOROTHIAZIOL 


than for any other diuretic-antihypertensive 


DIURIL is unique. There is no other brand Supplied: 250-mg. and 500-mg. scored tab-| 
lets DIURIL chlorothiazide in bottles of 100 


of chlorothiazide. and 1000. 


Dosage: Edema—One or two 500-mg. tablets DIURIL is a trademark of Merck & Co., INC, 
DIURIL once or twice a day. Hypertension— Additional information is available to the physician on request, 


One 250-mg. tablet DIURIL or one 500-mg. MERCK SHARP & DOHME 
tablet DIURIL two to three times a day. uQ Division of Merck & Co., INC., West Point, Pag 
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orders to report for active duty 
as a medical officer assigned to 
the 4737th USAF Hospital in St. 
Johns, Newfoundland. My next 
contact with the Air Force was 
a friendly, nonofficial letter from 
my future hospital commander, 
welcoming me, advising me of 

the availability of base housing, 
and offering to be of help with 
any problems that I might have. 
This kind gesture was most wel- 
come in my state of uncertainty 
about military life. 


Assistance 


After a four-week basic orien- 
tation course in Alabama, I was 
on my way to Newfoundland. 
The hospital commander and his 
wife awaited me at the landing 
strip and drove me to their quar- 
ters. After dinner, several other 
medical officers joined us for 
what was to be the first of many 
enjoyable evening get-togethers. 
The next few days were devoted 
to getting oriented in the hospital 
and around the base. I found 
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**I found my two years in the Air Force 
a gratifying, enjoyable . . . experience.”’ 


ie February 1958, I received 


the advice and help of the hos- 
pital commander’s wife of great 
value in making arrangements for 
the arrival of my wife and chil- 
dren. The billeting and housing 
department supplied us with fur- 
niture to fill the gap until ours 
arrived, and the family assistance 
center took care of kitchen and 
dining room supplies, so that 
within a week my family was able 
to join me and establish normal 
housekeeping. 


Hospital 


I was placed in charge of the 
obstetric and gynecologic serv- 
ices of this 100-bed hospital. On 
my first inspection tour, I was 
delighted to find the most mod- 
ern equipment in both the wards 
and clinics. The obstetric section 
was handling approximately 25 
deliveries per month, but the 
gynecologic service was prac- 
tically nonexistent. The building 
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up of this service was thus my 
first problem. After several dis- 
cussions with the hospital com- 
mander, a concerted cervical 


cancer detection campaign was 
started. The value of annual ex- 
aminations and the availability 


of facilities for their performance 
were publicized by radio and 
“Daily Bulletin” announcements 
and by personal appearances at 
women’s club meetings. The re- 
sponse and results were even 
greater than anticipated. Aside 
from the obvious benefits of 
screening approximately 1000 
women and detecting five cervical 
malignancies in early stages, the 
gynecologic clinic became estab- 
lished, the base personnel were 
grateful for the interest shown 
by a “two-year visitor,” and our 
rapport was excellent from the 
beginning. 

The hospital commander was 
most cooperative in this matter 
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Kurt Bochner, M.D. 


as well as with all problems 
which arose during my two years 
in the Air Force. Throughout 
this time, he proved himself to 
be the friend and counselor of 
the young medical officers. 
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The actual practice of medicine 
was gratifying and rewarding. 
| The base personnel and their de- 
pendents were extremely appre- 
| ciative for the medical care ren- 
dered to them, and it was pleas- 
urable to hear their comments 
outside of the hospital. The little 
extras like starting a_ sterility 
clinic, showing labor films to 
antepartum patients, discussing 
sex hygiene with teenagers, and 
providing music in the labor 
} suite, demonstrated a true inter- 
est in their welfare, and created 
feelings of trust and confidence 
among the base population. In 
return, invitations to join the 
pilots on flights to the United 
States and other reciprocal ges- 
tures were frequent. 


Total Care 


The physicians took turns at 
weekly hospital meetings in pre- 
senting talks about interesting 
medical problems, which arose 
on the respective services. We 
obtained medical motion pictures 
from various sources, and the 
Armed Forces Institute of Path- 
ology supplied us with slide sets 
and clinico - pathologic confer- 
ences which served as nuclei for 
discussions. Last, but by no 
means least, there were the 
monthly social evenings for the 
hospital officers and their wives. 
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The civilian consultant in ob- 
stetrics and gynecology was a 
very capable individual and the 
most essential man in our depart- 
ment. With his aid, I was able 
to offer my patients total care and 
to perform the surgery for which 
they would otherwise have had 
to be evacuated to the United 
States. He also served as a liaison 
between myself and the local 
medical community, enabling me 
to meet with physicians, from the 
training centers of Great Britain 
and Canada, who were practicing 
medicine under circumstances 
that differed greatly from my 
own. 

The nurses and corpsmen were 
courteous and cooperative. Their 
reliability was valuable in reduc- 
ing the physicians’ worries about 
the welfare of hospitalized pa- 
tients. 


Social 


Social life on the base was 
friendly and plentiful. The Air 
Force community seemed like 
one large family, the bond of the 
uniform transcending all prejudi- 
cial lines. Wives formed friend- 
ships rapidly and were well oc- 
cupied with club activities and 
service functions. The foreign 
goods at the base exchange were 
an unending source of attraction 
for them. The children were of- 
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the new high-pe yn itivit min from Robins oF 
Adabee: for people on diets... | 
Added to dieting regimens, Adabee’s authoritative quantities of A,B, C,andD 
em _ _-vitamins help keep tissue levels up when food intake must be severely curtailed. | 
d- nd it serves up its basic nutrition without folic acid, or other extraneous | 
ngredients of recently challenged rationality.'* If you have a patient ona diet, 
d _ support him with Adabee. Each yellow, capsule-shaped tablet contains: Vitamin Nn es 
USP units; Vitamin D, 1,000 USP units; Thiamine mononitrate 15 
Riboflavin (B,), mg.; Pyridoxine HCI (B.), 5 mg.; Nicotinamide, 
re 50 mg.; Calcium pantothenate, 10 mg.; and Ascorbic acid (vitamin C), | =: ie. 
on 250 mg. Or if you prefer, there’s Adabee"-M with its eight minerals. 
references: 1. 1958. 2 173-240, 1960" 3. JAMA, 17331881, 1960, 4. JAMA, 1761532, 
..H.Robins Company inc. Richmond, Va. 


fered excellent educational facili- 
ties in modern grade and high 
schools, staffed by American 
teachers. Little league ball clubs, 
scouting activities, and similar 
functions created a smalltown 
U.S.A. atmosphere for them. 

In conclusion, I found my two 
years in the Air Force a gratify- 
ing, enjoyable, and maturing ex- 
perience. My numerous mem- 
ories include the presentation of 
a scientific paper before the New- 
foundland Medical Association, 
my service as hospital social 
chairman, and my favorite “War 
Story” about the winter night 
when I was stranded during a 
blizzard in an ambulance, after 
making an attempt to respond to 
a labor call. 

I had numerous questions, 
fears, and doubts before entering 
military service, and the reports 


which I received did not clarify 
matters. Since I have been con- 
fronted with similar queries after 
my recent return to residency 
training, this article was written 
for those physicians whose serv- 
ice lies ahead of them. As for 
advice, I offer the following: 

1. Enter into active duty with 
a smile and not as a martyr. 

2. Give of yourself as you 
would in private practice. 

3. Take an active part in hos- 
pital and base activities. 

4. Overlook the minor annoy- 
ances which are inevitable in all 
huge organizations. 

5. Above all, do not “knock” 
military life. Your patients and 
their dependents have selected 
this as their way of life, and they 
do not like to hear criticisms and 
complaints from “two-year vis- 
itors.” 


For $10... How’s Your Sense of Humor? 


Unlimited opportunities for house staffers who 
can see the humor in hospital training situations, 
and can visualize a cartoon for the situation. 
Please tell about your cartoon idea (a drawing is 
not necessary, but please include a description 
and a gag line) in a note to: Cartoons, Resident 
Physician, 1447 Northern Boulevard, Manhasset, 
L. I., N. Y. If your idea is accepted as the subject 
of a cartoon, you will receive a quick ten dollars. 
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the original and only warfarin 
responsible for establishing 
this drug as closely approach- 
ing the ideal anticoagulant.’? 
1. Baer, S., et al.: J.A.M.A. 167:704, 
June 7, 1958. 2. Moser, K. M.: Disease- 
a-Month, Chicago, Yr. Bk. Pub., Mar., 
1960, p. 13. 

Full range of oral and parenteral 
dosage forms — 

COUMADIN® (warfarin sodium) 
is available as: Scored tablets — 
2 mg., lavender; 5 mg., peach; 
7'/> mg., yellow; 10 mg., white; 
25 mg., red. Single Injection Units 
—one vial, 50 mg., and one 2 cc. 
ampul Water for Injection; one 
vial, 75 mg., and one 3 cc. ampul 
Water for Injection. 


Average Dose: Initial, 40-60 mg. 
For elderly and/or debilitated pa- 
tients, 20-30 mg. Maintenance, 
5-10 mg. daily, or as indicated by 
prothrombin time determinations. 


*Manufactured under license from the 
Wisconsin Alumni Research Foundation. 


Complete Information 
and Reprints on Request 


Endo ENDO LABORATORIES 
Richmond Hill 18, New York 
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The modern hospital is a prod- well as those of recent decades practic 
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basis. Other types of hospitals 
rom the standpoint of the con- 
rol and ownership aspects are 
he proprietary hospitals which 
pre operated by individuals or 
orporations principally for 
profit, and governmental hospi- 


Federal units of government, or 
a combination in special in- 


Inpatient center 


A hospital has been defined 
as an inpatient center with “(a) 
continual physician services, and 
(b) continuous nursing services 
(registered or licensed practical, 
or the equivalent) and other 
adequate paraphysician services 
such as technicians, therapists, 
technologists, biochemists, die- 
titians, and others.* 

The classification of hospital 
departments varies with local 
practices and the nature of the 
hospital. There is generally some 
distinction made between profes- 
sional and non-professional de- 
partments because of the essen- 
tial differences inherent in the 
work performed by hospital per- 
sonnel in these areas. 

A functional organization of 
the hospital by departments fa- 
cilitates the control and coordi- 
nation of the many services of 
the hospital so that the admin- 
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istrator and all department heads, 
clinical and service, professional 
and non-professional, may effec- 
tively facilitate the provision of 
the best care possible for the 
benefit of the hospital patients. 

Professional departments are 
those generally associated with 
the provision of direct and in- 
direct care of patients. Other de- 
partments fall into a classifica- 
tion of general service depart- 
ments. General service depart- 
ments provide the basic services 
essential to management and 
maintenance of the organization 
as a unified entity so that it 
might effectively fulfill its objec- 
tives and purposes. 


Varied structure 


The modern hospital is faced 
with increasing complexity of 
organizational structure as the 
advancements in science and 
technology add new specialty 
groups to the gradually expand- 
ing force of personnel required 
to provide even those services 
considered to be basic to proper 
patient care. 

The organizational structure of 
almost all hospitals will vary with 
factors of individuality so that 
an identical plan for coordinating 
basic functions is neither a re- 
ality or a practicality. The organ- 
ization chart is a common tool 
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for planning the delineation of 
functional departmental respon- 
sibility and the designation of 
formal relationships with corre- 
sponding lines of authority. 


No single plan 


The diverse patterns of organi- 
zation and administration evident 
in hospitals in the United States 
precludes the possibility of a 
single plan which can meet the 
special circumstances governing 
the operation of each hospital or 
of the communities served by 
various hospitals. 


Learn mechanisms 


Professional and non - profes- 
sional persons newly oriented to 
hospital activities will often fail 
to understand the reasons for the 
complex patterns of hospital or- 
ganization structure and the rela- 
tionships of its constituent units 
in carrying out the total hospital 
program. In numerous instances 
it has been demonstrated that 
there is an impairment of effec- 
tiveness of performance of these 
persons until such time as their 
personal grasp of technical and 
human aspects of the hospital or- 
ganization is realized. It is es- 
sential for any physician or medi- 
cal student to learn about the 
major functions of the hospital 
and the mechanisms through 


which these functions are co 
ordinated. 

An indication of the possible 
need for hospital administrators 
to provide for comprehensive 
programs about hospital ad- 
ministrative affairs for members 
of their medical staffs was pro- 
jected by Gottlieb, who reported 
that the levels of knowledge of 
hospital administrative affairs 
among medical staff members 
generally are not very high, and 
that knowledge of personnel ad: 
ministration and financial man- 
agement was rare in two hospi- 
tals in. which he conducted 
studies.” 


Personal relationships 


Professional groups appear 
within the hospital organization 
in an ever broadening sphere 
which dwarfs the familiar and 
traditional roles of nurses and 
physicians. Hospital administra- 
tors are acutely aware of the 
status and prestige factors with 
which they must cope in their 
daily activities involving the new- 
est and the older professional 
specialties. These interpersonal 
relationships are governed some- 
what by tradition and the modi- 
fications brought by the con- 
temporary professionals who seek 
firm roots in the informal if not 
formal organization structure of 
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the hospital. It is fortunate that 
personnel in the newest of the 
medical, scientific and technical 
professions are usually geared to 
collaboration with the other pro- 
fessions as a result of their aca- 
demic preparation for work in an 
inter-disciplinary setting. 


Basic hospital goals 


Administration presents the 
means for carrying out the pre- 
determined objectives of an in- 
stitution. The goal of hospital 
administration is to facilitate the 
fulfilment of the basic reasons 
for the hospital’s existence. These 
basic objectives are outlined in 
MacEachern’s vital functions of 
the hospital as follows: “(1) 
care of the sick and injured; (2) 
education of physicians, nurses, 
and other personnel; (3) public 
health; prevention of disease and 
promotion of health; and (4) ad- 
vancement of research in scien- 
tific 1medicine.”* 

The effectiveness of the hos- 
pital in accomplishing its stated 
objectives will depend to a sig- 
nificant degree upon the com- 
petence of the hospital admin- 
istrator, the policies governing 
hospital functions, the organiza- 
tion structure and the personnel 
available to carry out essential 
functions. Hospital administra- 
tors have gained professional 
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status through development of 
their vocational specialization 
which of necessity requires a 
high degree of knowledge and 
skill in the use of the art and 
science of management in their 
direction of hospital affairs. 


Administrators prepared 


With increasing frequency ad- 
ministrators prepare for their po- 
sitions through completion of 
graduate programs in hospital 
administration. These programs 
provide a year of academic train- 
ing in addition to an administra- 
tive residency under a preceptor 
who is successful administrator 
of a hospital normally fully ac- 
credited by the Joint Commission 
on Accreditation of Hospitals. 

The hospital administrator ac- 
tively aids the continuing devel- 
opment of the organization 
through support of established 
hospital policies as well as 
through recommending new or 
modified policies to the Board. 

The Board of Trustees is the 
only legal governing authority of 
the hospital with the ultimate 
moral and legal responsibility for 
the policies and operations of the 
institution. Board members gen- 
erally serve without compensation 
and they are selected from rep- 
resentative leaders of the com- 
munity served by the hospital. 
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Policies recommended 

The hospital administrator may 
initiate recommendations directly 
or channel them to the Board of 
Trustees by way of the medical 
staff organization or through the 
representatives of the hospital 
Joint Conference Committee, 
which provides for combined rep- 
resentation of the Board of Trus- 
tees, the Medical Staff and the 
Hospital Administration. 

Other policy recommendations 
are developed by the administra- 
tor in cooperation with depart- 
ment heads in staff or advisory 
positions, as well as those in line 
or operating departments of the 
hospital. 

Policy direction of the institu- 
tion will tend to define the essen- 
tial functions of the hospital and 
place emphasis on the primary 
objectives upon which concentra- 
tion of the highest priority will 
be designated. 

Administrators of highly rated 
teaching hospitals appear to sup- 
port the viewpoint that placement 
of special emphasis on educa- 
tional functions does not detract 
from the excellence and direction 
of patient care but instead facili- 
tates the attainment of superior 
standards of patient care. The 
modern hospital is in the advan- 
tageous position of being able to 
utilize its facilities on a broad 


base while fulfilling its essential 
role in the education and training 
of medical and allied health pro- 
fessionals and providing a high 
level of comprehensive care to 
patients. The administrator is in 
a key position of leadership to 
exert favorable influence in sup- 
port of the programs of medical 
education which are proposed for 
the hospital. 


Education through service 


The traditional primary em- 
phasis on the care of the patient 
is preserved if the perspective is 
taken that all medical education 
presents an immediate as well as 
long-term benefit to patients 
served. The administrator has an 
obligation for supporting and en- 
couraging medical education in 
its broad forms within the limita- 
tions of a reasonable balance be- 
tween the operating needs of the 
hospital and the additional re- 
sources which may be made 
available for educational en 
deavors. 

It may be generally agreed that 
any hospital worthy of the name 
conducts some forms of medical 
education through the routine 
services offered to patients. 

The administrator renders a 
significant service when he contri- 
butes to the development and sup- 
port of a highly qualified medical 
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advisory team which capably 
plans and implements the pro- 
grams of medical education most 
suitable in meeting the needs of 
the hospital and the community 
it serves. 

Finally, it should be recognized 
that the hospital administrator 
may frequently best serve the 
interests of his hospital and the 


medical education to be conduct- 
ed therein through skillful perfor- 
mance of his basic management 
function. This function encom- 
passes features of an arbitrator, 
a catalyst, a creative planner, and 
a leader of people whose forte is 
based on the genuine practice of 
principles of good human rela- 
tions. 
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THE DOCTOR SPEAKS YIDDISH 


Key Words 
for the Clinic 


t iF many areas of the U. S., foreign-born comprise a large pte 
fe part of the total population. Hospital physicians when exam- anciad 
4 ining and treating foreign-born patients, many of whom which 


speak little or no English, often encounter serious difficulty 


in communicating even the most routine request or direction. 


Yiddis! 
. The result is not only frustrating for doctor and patient, but shadiny 
a a misunderstanding can endanger the proper care of the om 
patient. To ease the patient’s anxiety and assist the physician word j 

i in conducting an accurate examination and history-taking, Englis| 
. RESIDENT PHYSICIAN has prepared this guide to commonly- In tl 
used medical directions, questions and answers, with transla- Yiddis 

tions into various foreign languages. find t] 

will be 

Using the language guide — 

Keep this language guide open in front of you while at- h 

tending your patient. If a word doesn’t seem to be under- pa 

stood, repeat it a few times slowly; vary the pronunciation sk 


slightly until the patient indicates his comprehension. The 
fact that you are trying to speak to him in his native language 
will cause your patient to be more relaxed and responsive. 
Grateful for your effort, he will be anxious to do everything 
he can to comprehend and convey accurate, precise informa- 
tion. 
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OR EXAMINATION OF 


Yiddish -Speaking Patients 


Yiddish may be more accurately termed a dialect than a 
language. Developed under Hebrew and Slavic influence 
from the High German, Yiddish is spoken by Jews in Russia, 
Central Europe and here in the United States. Since it is 
ritten in Hebrew characters, it is seldom seen in this country 
in its written form. And because it is a dialect, there are 
many variations, no absolute rules for pronunciation. 
RESIDENT PHYSICIAN has attempted to indicate the pro- 
nunciation of each word by making up a word in English 
which, when spoken aloud, should closely approximate the 
sound of its Yiddish equivalent. Keep in mind that the 
Yiddish-speaking person is accustomed to hearing many ' 
shadings of pronunciation of Yiddish words; he will readily 
understand your meaning if you pronounce each made-up 
word just as you would pronounce it if it were a part of the 
English language. 
In the United States, hundreds of thousands of Jews speak 
Yiddish and one other foreign language. The resident may 
find that by working back and forth between the two, he 
will be able to make himself understood with less difficulty. 


Basic rules of pronunciation 


ch (when italicized) is aspirated roughly in back of throat 
(there is no equivalent sound in English). 
g is always pronounced hard, as g in go, get, great. 


lungs — loongen 
eyes — oigen shoulders — ahxel 
cars — oiren back — playtses 


Anatomical terms 
a 
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nose nuZ arm orm 


mouth — _ moil hands — hant 
teeth — tzayner bladder — blahzer 
tongue — _  tzoong leg (bone) — bine 
throat — gorgle feet — feese Gener: 
finger — _ finger bowel — boych 
neck — _ haldz stomach — muggen 
chest — _ broost buttocks —  toochess 
heart — _harts womb — gabarmooter 
Courtesy phrases 
Note: Mr., Mrs. and Miss (in their English form) are to be used, ws 
but normal courtesy also requires the use of the name after the hov 
title, if it is known. If the name is not known, the title is best hov 
omitted. hov 
Good morning goot morgen hor 
Good afternoon gooten tug whe 
Good night goote nahcht hor 
Please sit down bitte saitzen see seech 
How are you vee gait ess Disea 
Very well, thanks ah dunk me 
Do you understand varstait eer sca 
I understand eech varstay chi 
Excuse me enshooldigd sm 
Very good sair goot pni 
Today haint 
Tomorrow morgen en 
Yesterday gestern U. 
Directions to patient " Syst 
do as I do too vee eech too He 
relax zite ruhig tr: 
relax more zite mahr ruhig un 
open your mouth affent eere moil di 
open your eyes affent eere oigen ar 
breathe deeply ahtemt teef he 
breathe through your mouth ahtemt doorch eere moil E. 
hold your breath _ hult eere ahtem cl 
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oush 
cough 
olease don’t move 


General questions 
do you feel sick 
do you have pain 

—much pain 
—mild pain 
where 
here 
when 
how many years 
how many days 
how many hours 
how many times 
where you you born 
how old are you 


measles 
scarlet fever 
chicken pox 
small pox 
pneumonia 
typhoid fever 
enteritis 
U.R.L. 


Systemic inquiry 
Head 
trauma 
unconscious 
did you faint 
are you dizzy 
headache 
Eyes 
clear vision 
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kvetch 
hoost 


. bitte hahlten see still 


een zint krank 
es toot oich vey 
ah sahch veytog 
ah bissel veytog 
a-voo 
duh 
van 
veefeel yurin 
veefeel tag 
veefeel shtoondeh 
veefeel mohl 
voo zint eer geboiren 
vee ohlt zint eer 


muzlen 

scarlatina 

heener pocken 

steln pocken 
loongen entzeending 
teephoos 

kishke entzeending 
cult 


voond 

gechalisht 

hut eer gechalisht 
es shveendelt oich 
cupvaitig 


eer zaite klor 


oter 
used, 
the 
best | 
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near 

far 

Ears 

he is deaf 
noise in the ears 

Nose 

coryza 

did you have a nosebleed 
Throat 

do you have frequent 
sore-throat 


Genito-urinary 
urine 


does it burn 
chills 
fever 


Pediatrics 


child’s delivery 
how are the child’s stools 
—constipated 
—diarrhea 
—how many a day 
does the child eat well 
any vomiting 
does the child turn blue 
does the child seem tired 
does it hurt 
it won’t hurt 
it will be over in a minute 


do you want a piece of candy 
do you take the temperature 
what was the temperature 
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do you get up at night to urinate 


did you have trouble with the 


nunt 
vait 


air ees toib 
sih kleengt een dee oiren 


dee nuz rinnt 
gagongin blutt fen nuz 


hut eer oft haldz shmarzen 


vasser 

shtate eer uf ba nahcht tzeeh 
lussen vasser 

brennt ess 

kalt 

heetz 


hut eer gehut shvarikait meet dee 


keend’s geboort 
wee ees de keend’s shtoolgahng 
—hart 
—loysen muggen 
—veefeel een ain tag 
duse de keend ass goot 
bracht de keend 
weerd de keend bloy 
ees de keend farmattert 
toot ass vey 
ass werd neecht vey tun 
ass weerd zain ariber een ain 
minoot 
veelst dah ah shteekerl chokolat 
hut eer genoomen de temperature 
vus ees de temperature 
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vhat a beautiful little girl 
hat a big, handsome boy 


Gastro-intestinal 


do you have a good appetite 
do you have a poor appetite 
are you nauseated 

were you nauseated 

do you vomit 

do you have diarrhea 

are you constipated 

did you have a B.M. today 


feces 

black 

white 

yellow 

brown 

bloody 

do you have cramps 
after meals 

before meals 

did you have a laxative 
did you take castor-oil 


Cardio-respiratory 

do you tire easily 

are you short of breath 

does your heart beat fast 

do your feet swell 

do you have a pain in the chest 
—-sharp pain 
—dull pain 

do you cough 

do you spit 

sputum 
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see ees a shane madel 
air ees a shaner ingel 


_ klain keend 


goot 


hut eer ah gooten appeteet 

hut eer ah shlachten appeteet 

feelt eer vee tzee brachen 

hut eer gafeelt vee tzee brachen 

bracht eer 

hut eer ah loysen muggen 

hut eer ah harten muggen 

hut eer gahut eere shtoolgahng 
haint 

shtoolgahng 

shvartz 

vice 

gail 

brone 

bluttick 

hut eer krahmpfen 

nuch dam assen 

aider dam assen 

hut eer ganummen ah opferung 

hut eer ganummen reetzen oil 


vart eer meed shnall 

hut eer koorzen ahtem 

klupt eer harts shnall 

vayren dee feece gashvollen 

hut eer veytog in broost 
—sharf veytog 
—neesht sharf 

eer hoost 

eer shpit 

shpyechtz 
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bloody sputum 

have you lost weight 

does someone in your family 
have a cough 

Obstetrics and gynecology 

at what age did you begin to 
menstruate 

how many days do you flow 

1 to 10 


do you have a discharge 
when was your last menstrual 
period 
are you pregnant 
do you have pains with your 
periods 
how many times have you been 
pregnant 
how many children have you 
had 
how much did the largest weigh 
what was the duration of labor 


"| thought | mailed 
his income tax." 


bluttickeh shpyechtz 

hut eer farloyren vug 

hut aymeetzer een eerc 
familia ah hoost 


vee alt gakreegen das monat- 
leeche krahnkhait 

veefeel tag bluttekt eer 

ains, zwai, drai, feer, finef, sachs. 

seeben, ahcht, nun, zane 

fleest eer 

van gavaisen dus lattsteh 

monatleeche tzite 

eer shvangert 

eer hut veytog meet dee monat- 
leeche tzite 

veefeel mul hut eer geshvangert 


veefel keender hut eer gehut 


veefeel hut dee graste gavoigen 
vee lahng hut gadeert dus huben 


was 
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Surgery, 48:1:111 

South. Med. J., 53:7:933 
J. Urol., 84:1:194 
Anesthesiology, 21:3:281 
Am. J. Path., 37:1:63 

J. Clin. Invest., 30:2:1176 
J. Clin. Invest., 30:2:1185 
Am. J. Obs. Gyn., 80:1:80 
Am. J. Med. Sci., 240:1:36 
Am. J. Med., 29:1:84 


* Full credit was given all contestants, regardless 
of answer checked, due to a defect in the question. 
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JAMA, 173:11:1260 
Arch. Derm., 82:1:116/62 
Arch. Int. Med., 
106:1:169/17 

New Eng. J. Med., 
263:3:148 

New Eng. J. Med., 
262:4:1226 


November Issue 


Source 


J. Clin. Invest., 39:9:1353 
J. Thorac. Cardio. Surg., 
40:3:321 

JAMA, 174:2:135 

Surg. Gyn. Obs., 111:3:259 
JAMA, 174:1:32 
JAMA, 174:3:226 

Am. J. Dis. Child., 
100:3:59/341 

Am. J. Med., 29:3:508 
Arch. Surg. 81:3:379 
Ann. Surg., 152:3:518 
Brit. Med. J., 5200:694 


> 


December Issue 
Source 


JAMA, 174:7:842 

Arch. Surg., 81:4:660 
Arch. Int. Med., 106:4:483 
Arch. Psychiat., 3:4:121/429 
Arch. Derm., 82:4:501 
New Eng. J. Med., 
263:15:728 

Brit. Med. J., 5204:1005 

J. Clin. Invest., 39:10:1546 
J. Chron. Dis., 12:4:428,440 
J. Urol., 84:4:539 

Surgery, 48:4:658 

Arch. Neurology, 3:3:59/267 
Am. J. Ophth., 50:3:414 
Am. J. Surg., 100:4:561 
Anesthesiology, 31:5:477 
New Eng. J. Med., 

263: 14:699 

Lancet, 7152:690 
Circulation, XII:4:503 
Cancer, 13:5:921 

Armed Forces Med. J., 
11:10 
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* Full credit was given all contestants, re- 
gardless of answer checked, due to a defect 
in the question. 


Brit. Med. J., 5200:721 
New Eng. J. Med., 
263 :9:423 


New Eng. J. Med., 
263:12:569 

New Eng. J. Med., 
263:12:579 

New Eng. J. Med., 
263:11:531 

Ann. Surg., 152:3:343 
Surg. Gyn. Obs., 111:2:357 
New Eng. J. Med., 
263:10:471 

Arch. Surg., 81:3:504 


. 


Supplementary 
Source 


Surgery, 48:5:864 

Surgery, 48:5:979 

Proc. Mayo Clinic, 
35:22:635 

Am. J. Roentgen. Nucl. Med., 
84:5:945 
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in leading headache clinics, 


the drug of choice for migraine is 


First thought in migraine: 


C\FERGOT TABLETS: ergotamine 
tartrate 1 mg., caffeine 100 mg. (Color: 
light gray, sugar-coated.) Dosage: 2 at 
first sign of attack; if needed# 1 addi- 
tional tablet every 14 hour until relieved 
(maximum 6 per attack). 

CAFERGOT SUPPOSITORIES: ergot- 
amine tartrate 2 mg., caffeine 100 mg. 
Dosage: 1 as early as possible in attack; 
second in 1 hour, if needed (maximum 
2 per attack). 


When the headache is associated with 
nervous tension and G.I, disturbance: 


CAFERGOT P-B TABLETS: ergotamine 
tartrate 1 mg., caffeine 100 mg., Bellafoline 
0.125 mg., pentobarbital sodium 30 mg. 
Warning: May be habit forming. (Color: 
bright green, sugar-coated.) Dosage: same 
as Cafergot Tablets. 


CAFERGOT P-B SUPPOSITORIES: 
ergotamine tartrate 2 mg., caffeine 100 mg., 
Bellafoline 0.25 mg., pentobarbital sodium 
60 mg. Warning: May be habit forming. 
Dosage: same as Cafergot Suppositories. 
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5 D Am. J. Roentgen. Nucl. Med.. 29 C Gastroenterology, 39:2:178 
84:5:958 30 D Proc. Soc. Exp. Bio. Med., 
6 A Lancet, 7158:1018 104:2:173 
7 C Lancet, 7158:1036 31 A Am. J. Surg., 100:1:64 
8 EJ. Urol., 84:5:649 32 C Proc. Soc. Exp. Bio. Med., 
9 D Arch. Otolaryn., 71:6.64/938 105:1:55 
10 C Arch. Path., 70:2:261 33 E J. Canad. Med. Soc., 
11 A Arch. Ophth., 64:1:111/81 83:20: 1040 
12 E Acta Med. Scand., 167:4:253 34 B Proc. Soc. Exp. Bio. Med, 
13 D Am. J. Clin. Nutrition, 104:2:309 
8:2:147 35 C Am. J. Med. Sc., 
14 D Am. J. Clin. Nutrition, 239:6: 123/745 Y 
8:3:369 36 B_ Proc. Soc. Exp. Bio. Med., i 
15 B Am. J. Dig. Dis., 5:5:437 104:4:584 
16 A Am. J. Dig. Dis., 5:6:499 37 D_ J. Clin. Invest., 39:11:1607 § ° 
17 D_ Am. J. Gastroent., 34:3:223 38 A Arch. Otolaryn., 3:5:34/500 10 
18 C Am. J. Obs. Gyn., 80:1:104 39 A Physiol. Rev., 40:2:116 
40 E Arch. Derm., 82:5:93/701 
41 C Physiol. Rev., 40:3:580 Ane 
42 C_ J. Clin. Invest., 39:6:809 
20 C Am. J. Cardiology, 6:1:30 43 B Physiol, Rev., 40:4:789 that t 
22 C Am. 5. Ophth, 50:2: 45 B_ Proc. Soc. Exp. Bio. restr 
23 D Am. J. Physiology, 199:1:77 104:3:432 : 
24 B Am. J. Path., 36:6: 46 B Lancet, 7148:479 alcok 
25 E Am. J. Pub. Health, 50:4:998 47 J. Clin. Endocrin. Metab., faste 
26 Am. J. Roentgen. Nucl. Med., 20:6:881 
84:4:715 48 A Proc. Soc. Exp. Bio. Med., 
27 E Am. J. Pub. Health, 104:2:209 some 
50:8:1097 49 C Lancet, 7140:21 duce 
28 A Am. J. Physiology, 50 E Proc. Soc. Exp. Bio. Med., worl 
198:6:1187 105%1 
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Resident Physician 


The basic question is whether we are to 
discard the system that has brought us to 
our present level of health care, and prom- 
ises much higher levels for the future, 
in favor of a regulatory strait jacket that 
stifles initiative, bureaucratizes research, 
and promises nothing for the future. 


You places 
“lin strait jacket...! 


An editorial writer recently made the interesting suggestion 
that the pharmaceutical industry might have avoided much 
of the current public interest in its affairs if they had simply 
restricted themselves to making aspirin tablets and rubbing 
alcohol, competing only by debating which aspirin dissolves 
faster. ¢ No one has seriously suggested a return to the 
“good old days” in therapeutics, but there are apparently 
some who would like to destroy the system that has pro- 
duced for us the finest medical care in the history of the 
world. Whether they attack the freedom of the patient to 
choose his physician, the freedom of the physician in the 
practice of his profession, or the freedom of the pharma- 
ceutical industry is immaterial. e If the desideratum is simply 
maintenance of the status quo in health care, medicine 
might well have rested on its 19th century laurels and the 
pharmaceutical industry On aspl- presripton drags as somice tthe 


medical profession. For additional information, 


rin tablets and rubbing alcohol. Washington 9, 
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QUIET, PLEASE! 
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pital. 


Your Wire's TALKING 


Too Much Hogwash? 


Mona M. Steinberg 


| read your article, entitled “Your Wife’s Talking,” 
in the September 1960 issue of RESIDENT PuysiIcIAN, I felt 
compelled to write you immediately, and “discuss” some of 
the ideas stated therein. 

Unlike the author of the above-mentioned article, I am 
not a nurse, and am perhaps not as well-acquainted with the 
doctor-hospital routines as she is. However, I am a resident’s 
wife, and have been for several years. I feel that I am 
familiar with the needs and difficulties of being a doctor’s 
wife, and at least as well-acquainted with the needs of mar- 
riage as most average wives. 

It seems obvious to me that if any marriage (to a man of 
the medical or any other occupation) were run or based on 
the ideas that the above author writes about, it would either 
shortly break up, or send the wife, husband, or children (or 
all together) into quite serious emotional difficulty. 

It is true that we are doctor’s wives, but what is more 
important is that we are also human beings. If we force 
ourselves to ignore this fact, we are likely to run into some 
serious troubles, with ourselves as well as with our families 
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My husband is a resident 


physician in a New York hos- 


pital. I have read many of 
your magazines that are 
mailed to him. 

Vaturally, I am most inter- 
ested in articles written by or 
about residents’ wives. 

| have been continually 
amazed at the “hogwash” 
that is written by some of 
these wives for publication. 
We are continually told that 
our role in life is to adjust, 
follow the pattern, and more 
or less squeeze ourselves out 
of the picture. Are these let- 
ters published because “that’s 
what young doctors want ‘to 
hear?” Would you publish a 
more human picture of the 
wife’s situation? 

The article that took the 
cake was “Your Wife’s Talk- 
ing” in the September 1960 
issue, page 146, I have writ- 
ten an “answer.” — Would 
you be so kind as to consider 


it for publication? 
Mona M. STEINBERG 
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. completely unrealistic. 


and the world. The above 
author’s article seems to me to be 
Perhaps 
her nurse’s training has made her 
think that marriage should be run 
like a doctor’s office—smoothly, 
efficiently, and in a very imper- 
sonal manner. I doubt that she 
believes all this herself, or she 
might not find it necessary to 
participate in “professionally 
guided group therapy sessions.” 


Companionship 


She seems to feel that our hus- 
bands should be given primarily 
“the kind of care and support 
which enables them to function 
at their best in their work.” She 
tells us to “give him a kiss and 
leave him alone—if that’s the way 
he wants it,” or to “be a good 
listener.” But, if we should want 
to talk to our husbands, to seek 
companionship, or to let him 
know how we think or feel, this 
is verboten. It seems to be ex- 
pected of us that we make our 
own personalities nonexistent. 
We might talk instead to thera- 
pists, but should certainly “never, 
never start pouring out the an- 
noyances of the day,” or call 
hubby at the hospital if one of 
the children has become quite ill. 
Ignore the fact that a child’s sud- 
den illness might be normally 
terrifying to any mother, and that 
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she might just need her husband's 
comfort or advice as to how to 
handle this frightening situation. 

The above-mentioned author 
writes that “we wives must be 
self-sufficient . . .”. We wives, or 
any other wives can never be 
completely _ self-sufficient, and 
neither can our husbands—or we 
would never have needed to get 
married in the first place. I don’t 
mean that we should be com- 
pletely dependent, infantile wom- 
en, but that marriage is largely 
based on interrelationships and 
interdependencies. There is no 
exception in the lives of doctors 
or their wives. The fact that they 
carry the “M.D.” title does not 
make them inhuman, or “above 
it all” in life, or highly superior 
to the needs of ordinary mortals 
(an attitude which seems to be 
prevalent in so many “bigger- 
than-thou” physicians, and so 
much medical literature that I 
have read). 

It is not our main job to give 
our husbands the kind of support 
which will help them in their 
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work. Marriage is not a job, or 
we should want to know what we 
get out of it other than Social 
Security. 


Understanding 


Marriage is a life together. It 
is an adjustment, and a getting 
relocated, in order to obtain more 
happiness with ourselves, with 
each other, and with our environ- 
ment. The more interdependence. 
understanding, interrelationship. 
and, above all, mutual love there 
exists in a marriage, the more suc- 
cessful will all involved be, and 
the more contented also will the 
doctor-husband (or any other hus- 
band) be in his work, and on his 
entire outlook on life. 

It is often said that the doc- 
tor’s main interest should be the 
care of his patients. How absurd! 
A doctor’s interests are primarily 
his own, as any human being’s 
are. Any physician who will not 
admit this, is either fooling him- 
self, or being a malfunctioning 
individual. When his own per- 
sonal interests and needs are fully 
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realized, only then will he be 
successful in his practice and 
with his patients. His life, his 
wife, his home, and his self-re- 
spect, are part of what he needs 
to be a successful human being, 
and also a successful physician. 

Let’s come off our high horse, 
and stop trying to give our hus- 
bands little professional niceties 
such as a kiss and a wedge of his 
favorite cake (the typical Amer- 
ican movie ending). Let’s give 
them what we want to give—our- 


selves, our love, and the oppor- 
tunity to have each other to be 
strongly dependent on. Let’s take 
the same in return. We didn’t 
marry these men to build up their 
office practices. We married them 
in order to secure greater happi- 
ness for ourselves. If each of us 
ignores this and ignores ourself, 
it’s bound to come up in other 
and more dangerous shapes and 
forms, and to land one or both of 
us in a mental institution in a 
matter of years or even months. 


"Miss Wilson, how would you like never having to worry 
about ..er..ah.. doctor bills for the rest of your life?" 
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Wh qa t’ Ss He was a Rhodes Scholar in Ox- Frenc 
ford from 1921 to 1923 and re- 

ceived his M.D. from Harvard in past f 

the 1927. He taught at Oxford and ff for } 

earned three advanced degrees Ment: 

’ and two honorary degrees there. twice, 
Doctor ~ Name? He was Sterling Professor of 

Physiology at the Yale Medical gover 

H School from 1930 to 1951 and in W 

is career as researcher, Sterling Professor of the History by th 

teacher, editor, author and biblio- of Medicine from 1951 until 1960. buildi 

phile is one of the most remark- He served on the National Re- Army 

able of our time. When he died, search Council and was a trustee log o 

on May 29, 1960, medicine lost of the Institute for Advanced lists 1 

a truly great figure. Study. He was holder of the Gold Hi: 

He was born in St. Paul, Min- Medal of the University of Liege, Harv. 

nesota, on November 1, 1899. Order of the British Empire, ogy « 


Here are three good reasons why 
you should write “Raudixin” in the 
treatment of high blood pressure: 


1. The whole root, in- 2. Radioisotope dilution 3. Every Raudixin tab- 
cluding all its active assay (important, but let to reach your patient 
fractions, is used for rarely done elsewhere) meets the high Squibb oes 
maximal antihyperten- determines potency. standards for effective- «“ 
sive activity with mini- ness, potency and uni- 

mal sedation. formity. 


For fall information, SQuissB 


o——_ Squibb Quality - the 
or Preduct Brief. Priceless Ingredient 
— ‘Squibb Standardized Whole Root Rauwolfia Serpentina 
Supply: 50 and 100 mg. tablets. ‘Raudixin’® is a Squibb trademark. _ 
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French Legion of Honor and 
Order of Leopold II. He was a 


past president of the Association’ 


for Research in Nervous and 
Mental Disease, having served 
twice, in 1939 and 1947. 

He did much research for the 
government on aviation medicine 
in World War II and was cited 
by the government for his aid in 
building the collection of the 
Army Medical Library. The cata- 
log of the Yale Medical Library 
lists hundreds of his writings. 

His best known books are 
Harvey Cushing (1946), Physiol- 
ogy of the Nervous System (3rd 


ed., 1949), The Great Medical 
Bibliographers (1951) and Text- 
book of Physiology (17th ed., 
1955). 

He was editor of the Journal 
of the History of Medicine and 
chiefly instrumental in building up 
the modern holdings in medical 
history of the Yale Medical 
Library. In 1956 a special issue 
of the Yale Journal of Biology 
and Medicine was devoted to 
him, and in 1959 he received the 
George Sarton Medal of the His- 
tory of Science Society. Can you 
identify this doctor? 

Answer on page 181. 


Your family, your future . . . they deserve insurance. 


SOME 
THINGS 
CAN'T 


Lack of money now need not be a deterring factor. 
Through a unique financing plan, you can have the Life 
Insurance and Disability Income Protection you need 


NOW ... and pay for it when you're financially able. 


WAIT! 


PLANNED FUTURES, INC. 


300 Park Ave. Suite 1616, One La Salle St. Bldg. 2601 Wilshire Blvd. 
New York 22,N. Y. @ Chicago 2, Ill. @ Los Angeles 57, Cal. 


Yes, I am interested in an insured future. 
Please contact me to provide further information without obligation 


RP-5 


on deferred payment Life Insurance and non-cancellable Disability 


Income Protection. 


NAME 


AGE 


ADDRESS 


STATE 


CITY 


HOSPITAL. 


May 1961, Vol. 7, No. 5 


167 


id 
es 
e. 
of 
al 
id 
ry a 
0. 
| 
Id 
e, 
| 
ab- j 
bb 
ve- 
I 


1. Polyostotic fibrous  dys- 
plasia may best be differentiated 
from hyperparathyroidism by: 

A) Serum calcium and phos- 
phorus determinations. 

B) Tests of intelligence and 
behavior pattern. 

C) The x-ray appearance of 
the long bones. 

D) The x-ray appearance of 
the bones of the axial skeleton. 

E) Examination of bone mar- 
row aspirate. 

2. Adrenergic nerve impulses 
cause: 

A) Miosis. 

B) Bronchocontraction. 

C) Increased intestinal motil- 
ity. 

D) Urinary detrusor contrac- 
tion. 
E) Tachycardia. 
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A Residént Phygician MONTHLY FEATURE 


These questions were prepared especially 
for RESIDENT PuysIcIAN by the Profes- 
sional Examination Service, a division of 


the American Public Health Association. 
Answers will be found on page 185. 


3. Which one of the following 
statements concerning adrenal 
cortical hormones is incorrect? 

A) The absence of pigmenta- 
tion in most cases of secondary 
adrenal insufficiency indicates 
that an intact anterior pituitary is 
necessary for typical Addisonian 
pigmentation. 

B) Although doc (desoxycor- 
ticosterone) and aldosterone have 
the same quantitative sodium- 
retaining activity, doc has a 
greater influence on carbohydrate 
metabolism. 

C) The normal growth of 
axillary hair in the male and fe- 
male, and pubic hair in the 
female, is dependent on the pres- 
ence of adrenal cortex. 

D) It is generally accepted 
that the 11.17 oxygenated corti- 
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...does she know you can help her? 


Many patients are unaware that their physician is the best source of contraceptive advice. 
Your prescription for Delfen or Preceptin assures them the simplest yet most effective contra- 
ceptive protection available. Accurate tests* for spermicidal potency, as well as years of clinical 
use, demonstrate that ORTHO contraceptive products are instantaneously spermicidal. The 
choice between Delfen and Preceptin is one of individual esthetic preference, 


Del fe Preceptin 


‘The spermicidal potency of all ORTHO products is controlled by the Titration Test and the Sander-Cramer Test, 
which more closely duplicate vaginal conditions during coitus than other tests. 
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coids antagonize the physiological 
effects of the posterior pituitary 
antidiuretic hormone. 

E) Cortisone and hydrocorti- 
sone increase secretion of gastric 
HC1 and pepsin, and of pan- 
creatic enzymes. 


4. The serum vitamin B,, level 
is raised in: 

A) Psoriasis. 

B) Pulmonary emphysema. 

C) Chronic myelogenous leu- 
kemia. 

D) Gastric carcinoma. 

E) Osteoporosis. 


5. Death in subjects with idio- 


pathic pericarditis is usually due bir ‘ 
to: 


Ointment 3% with Hydrocortisone 2% Him 
(each with methyiparaben 2.4% and 
propy!paraben 0.6% in a wool fat-petroiatum base) 


170 


DERMATOLOGIC 


ACHROMYCIN 


a standard in topical antibiotic therapy 


LEGERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, N. Y. C Literied 


tion of 
A) Cardiac tamponade. A) | 
B) Congestive heart failure. B) | 
C) Uremia. water | 
D) Coexistent valvular disease. C) 
E) Cardiac arrhythmia. D) 
succes 

6. Which one of the following E) 
conditions is least likely to be 

responsible for hypocalcemic 

tetany? 8. 
A) Sprue. te 
B) Avitaminosis D. A) 
C) Glomerular insufficiency. B) 
D) Renal tubular acidosis. oe. 
E) Severe diarrhea. C) 
D) 

E) 

9. 

atresi 

nares 

A) 

B) 

Ointment 3% C) 
D) 

ment 

E) 

1 

of | 

Tetracycline Lederle fema 

A 

B 

Cc 
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7. The most definitive diag- 
nostic procedure for demonstra- 
tion of Addison’s disease is: 

A) Cutler-Power-Wilder test. 

B) Robinson-Kepler-Power 
water test. 

C) 4-hour ACTH test. 

D) 8-hour ACTH test on two 
successive days. 

E) 24-hour fast for hypogly- 
cemia. 


8. The absorption of calcium 
is influenced by all of the follow- 
ing factors except the: 

A) Intake of Vitamin D. 

B) pH of the intestinal con- 
tents. 

C) Integrity of the ileum. 

D) Amount of fat in the diet. 

E) Intake of phosphorus. 


9. The most common cause of 
atresia of the anterior or posterior 
nares is: 

A) Tuberculosis. 

B) Trauma. 

C) Syphilis. 

D) Defective prenatal develop- 
ment. 

E) Moniliasis. 


10. The most common cause 
of precocious puberty in the 
female is: 

A) Granulosa cell tumor. 

B) A neurological defect. 

C) A constitutional defect. 
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D) Adrenal tumor. 
E) Theca cell tumor. 


11. Which of the following 
statements concerning carcinoma 
of the cervix is not correct? 

A) Carcinoma of the cervix is 
rare in Jewish women and Cath- 
olic nuns. 

B) Carcinoma of the cervix is 
rarely associated with complete 
prolapse of the uterus. 

C) The most malignant uterine 
cancer is adenocarcinoma of the 
cervix. 

D) Women who have borne 
children are far more susceptible 
to carcinoma of the cervix than 
women who have not. 

E) Of the two main types of 
carcinoma of the cervix, adeno- 
carcinoma is about 15 times as 
frequent as squamous cell carci- 
noma. 


12. In occiput posterior posi- 
tions rotation occurs through: 

A) 45 degrees. 

B) 90 degrees. 

C) 120 degrees. 

D) 135 degrees. 

E) 180 degrees. 


13. Abdominal enlargement is 
more pronounced in multigravi- 
das than in primigravidas because 
in the former the: 

A) Fetus develops more rap- 
idly. 
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B) Uterus is larger. 

C) Uterus enlarges more rap- 
idly. 

D) Hormonal changes occur 
more rapidly. 

E) Abdominal wall has lost 
some of its tone. 


14. An 11-year-old boy is 
found to have von Reckling- 
hausen’s neurofibromatosis. The 
child complains of failing vision. 
This is most probably due to: 

A) A pinealoma. 

B) An astrocytoma of the oc- 
cipital lobes. 

C) Bilateral cataracts. 

D) A glioma of the optic 
chiasm. 

E) A neurofibroma of an 
optic nerve. 


Department 40-C: 


valuable study aids.) 


Third Mediquiz® Booklet Ready 


A third volume of 150 Mediquiz® questions, answers and 
references, compiled by the Professional Examination 
Service, Division of the American Public Health Associa- 
tion, is now available in booklet form for $1 per copy. 
The supply of booklets is limited. To be certain you get 
your copy, send your dollar now to: . 


15. Which of the following 
conditions is the most common 
cause of hearing disability in 
children? 

A) Varicella. 

B) Variola. 

C) Onmnithosis. 

D) Rubella. 

E) Pertussis. 


16. Barbiturate toxicity is 
most accurately diagnosed by 
determining the: 

A) Hemoglobin saturation. 

B) Urinary Na and Cl. 

C) Blood pH. 

D) Versene (EDTA) binding. 

E) Blood concentration. 


For answers and references, 
please turn to page 185. 


Professional Examination Service 
American Public Health Association 
1790 Broadway, New York City 19, New York. 


Please specify "Volume 3." (Copies of Volumes | and 2 
are available at $1 each for those who missed out on these 
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Duncan, Diseases of Metabolism, 
3rd ed., 261. 

Goodman and Gilman, The Phar- 
macological Basis of Therapeu- 
tics, 1955, 395. 

Cecil 
Medicine, 9th ed., 769-70. 
Halsted, J. A., et al. "Serum and 
Tissue Concentration of Vitamin 
Biz in Certain Pathologic States," 


and Loeb, Textbook of | 


N. Engl. J. Med., 260:12, 3/19/ 


59, 579. 

Reid, E. A. S., et al., "“Idio- 
pathic Pericarditis," Ann. 
Med., 45:99, 1956. 

Cecil and Loeb, Textbook of 
Medicine, 9th ed., 792. 

Cecil and Loeb, Textbook of 
Medicine, 9th ed., 774. 
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trics, 6th ed., 85. 
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Surgery, 6th ed., 1956, 251. 
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Eastman, Williams 
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Nelson, W. E., Textbook of 
Pediatrics, 6th ed., 1182. 
Slobody, Survey of 
Pediatrics, 1955, 62. 
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Clin. No. Am., 
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FULLY APPROVED THREE-YEAR Psychiatric 
Residency: Deans' Committee supervised 
didactic-clinical program on 95-bed Psychi- 
atric Service in £0. bed general hospital in 
famed Chicago Medical Center; affiliated 
with University of Illinois, Chicago Medical 
School, Loyola University, Institute for Juve- 
nile Research, Chicago State Hospital: very 
large active outpatient clinic and day center; 
program is characterized by orientation to 
the individual resident and high competency 
of teaching staff. Write: Louis Halperin, 
MD., Veterans Administration West Side 
Hospital, 820 South Damen Avenue, Chicago 
12, Ilinois. 


RESIDENTS IN PATHOLOGY needed for July 
| or earlier. 920-bed general hospital. Three 
Board certified staff pathologists. Three-year 
approval. Affiliated training at Children's 
Medical Center and Free Hospital for Wom- 
en. Will adjust appointment datet to suit 
your schedule. Salary $3495 to $4475. U.S. or 
Canadian citizenship essential. Veterans 
Administration Hospital, 150 South Hunting- 
ton Avenue, Boston 30 Massachusetts; John 
D. Houghton, M.D., Pathologist. 


FOR SALE OR RENT 


| 
| OFFICE SPACE AVAILABLE for Pediatrician, 


Orthopedist or E.N.T. in new air-conditioned 
medical building, Maryland suburb of Wash- 
ington, D. C. Within 10 minutes of five 
hospitals, Other offices in building now 
occupied by Internist, Ob-Gyn, Dentist and 
Podiatrist. Rental 10% of gross receipts or 
flat rate. Write: S.J.N. Suger, 4637 
Eastern Avenue, Washington 18 D. C 


FOR SALE: Home-office-attached-750 square 
foot office; modern, air-conditioned, corner; 
5 minutes from | hospital, schools and 
churches: Rochester, New York. Grossing 
$35,000 yearly; suitable for General Practice 
or Internal Medicine. Write: Box 6105, 
Resident Physician, 1447 Northern Boulevard, 
Manhasset, New York. 


| MEDICAL OFFICES—New York City—300 to 


“Emergency Treat- | 


Med. | 


600 square feet or larger; will partition; 
air-conditioned; new apartment house; 
Greenwich Village: occupancy May Ist, 196I. 


— Hillyer and Bell, Inc., Oregon 


PRACTICE FOR SALE 


COLORADO—WESTERN; Unopposed general 
practice; small town with a supported hos- 
pital; 1959 gross $30,000; well equipped office 
with no down payment: good records; 94 
percent collections, Write: Woodrow Gled- 
hill, Hayden. Colorado. 
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